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AREERS IN MEDICINE 
Edited by P. 0. WILLIAMS, M.A. (Cantab.), M.B., 


With contributions from 49 eminent medical authorities 
Cr. 8vo 292 pages Price 15s, net, plus 8d. postage 
This book outlines the particular qualities of mind, the type 
and amount of specialised tr , required in each branch of 
the Medical Profession 
it should be roy the hands of Ms ne who has to advise 
medical students, and certain! — © consulted by every 
newly -qualified doctor.”—The ‘itioner. 
Hodder & Stoughton Ltd., 20, Warwick-equare, London, E.C.4 


ANAGEMENT OF BURNS 


Six articles prepared by a subcommittee of the 
BRITISH ASSOCIATION OF PLASTIC SURGEONS 
Reprinted THE LANCET with an appendix 
These articles record the practice of surgeons who are treating 
burns every day and who see the good results of treatment 
that is carefully planned from the start. Here is their plan, 
fully but = yeh - out. 


48 p Price 2s. 6d. (postage 4d.) 
The Lancet ‘Limited, ¥; Adam-street, Adelphi, London, W.C.2 
r[PECHNIQUES IN PHYSIOTHERAPY 


F. L. GREENHILL, TP RN, M.C.8.P., T.H.T. 
Sister-in-Charge, ae Rehabilitation Unit, Royal Fre 
Hospital; Late Sister-in-Charge, Rehabilitation Unit, Hill End 
E.M.S. Hospital (St. Bartholomew’s) ; Former Member Council 

of Chartered Society of Physiotherapy. 
Assisted by 


C. B. HEALD, 0.B.E., M.D., re R.C.P., in Rheumatism and Arthritis. 


J. N. BARRON, F.R.C,8., in Burns and Injuries of the Hand. 
Mr. COLSON, M.C.S8.P., M.A.O.T., Occupational Therapy in 
Medicine and Surgery. 

Demy 8vo Pages 222 +x 8 plates 34 figures 


12s. 6d. net, plus 7d. postage. 
Hodder & Stoughton Ltd., 20, Warwick-square. London, E.C.4 





FANCONLL& WALLGREN’S 
EXTBOOK OF PADIATRICS 


- English re ated by W. ¥ F. COLLIS, M.A., M.D., 


F.R.C.P.1., D.P.H. 
Translated from the German by’ E. KAWERAU, M.B., 
.Sc., A.R.I.C. 


Eight-page, illustrated brochure available upon request. 
1124 pages 440 illustrations 19 << plates £7 7s. net 


Wm. Heinemann Medical Books Ltd., . Russell-street, W.C.1 


New Revised Edition 


— DISORDERS IN CHILDHOOD 
AND ADOLESCENCE 
By S. LE MARQUAND, M.D., F.R.O.P., 
TOZER M.D., M.R.C.P., and W. a TINDALL, aL ¥: 
Completely rewritten to conform with current tren?” in 

Endocrinology and based on the personal observation .nod 
treatment of patients during the last twenty years. 

367 pages 90 photographic plates 32s. 6d. net 


English Unfversities Press Ltd., Warwick-square, 


ISABILITIES 
AND HOW TO LIVE WITH THEM 
by 55 Patients 
252 pages Price 10s. 6d. net, plus 6d. postage 


“ This is a unique book in medical literature . . . it is filled with 
practical hints as to how to overcome the disabilities of the 
various diseases which are described.”’—Practitioner. 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 
Fifth Edition 
RINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, C.B.E., D.Sc., Ph.D., F.R.S. 
Demy 8vo 282 +x 10s. 6d. net, plus 6d. postage 
With Twen y-five Exercises and Answers 
The Lancet Limited, +, Adam-street, Adelphi. London, W.C.2 


B.C.4 


Demy 8vo 














MENTAL HEALTH RESEARCH FUND 


In 1953 we published the Proceedings of the Oxford Conference of the Mental Health Research Fund, under the 
title PROSPECTS IN PSYCHIATRIC RESEARCH. Those taking part included neuroanatomists, pharma- 
cologists, psychiatrists, biochemists, professors of sociology, practitioners of psychoanalysis, experts in animal 
behaviour, the physiology of the nervous system, and the endocrinology of the mentally sick. 
is edited by Dr. J. M. TANNER, continues to evoke great interest ; 


. some of the best talk on the subject this century has yet heard.’’- 


. one of the most stimulating psychiatric publications in recent years.” 


BLACKWELL SCIENTIFIC PUBLICATIONS =: 


The book, which 
it is available at 21s. 
-THE LANCET. 


*—BRITISH MEDICAL JOURNAL. 


OXFORD 
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It’s curious 
hit a tit should be daid Io have 9 bites 


How very interesting if babies were similarly endowed! 
We could then feed each life on a different food and 
compare results. 

We are confident that, if this test could be made, 
Cow and Gate would justify our belief that there is no 
finer Infant Milk Food obtainable. 


As a baby has only one, very precious, life, how important 









it is to prescribe the best food from the beginning! 
For the normal healthy child, our Half Cream, Full Cream 
and Humanised Milk Foods need no advertisement. 


Here are 9 of our Milk Foods for special dietary. 


ft 


FRAILAC 
for the Premature Infant ‘ ; : 
SPRULAC = See 
for Coeliac disease and Sprue ye. SS . 
HEMOLAC vA — 


for Microcytic Anaemia of Infancy 
HALF CREAM LACIDAC 


for Infectious Fevers and Enteritis 


SEPARATED LACIDAC 


for Gastro-enteritis and Fat Intolerance 


ALLERGILAC 
for Infantile Eczema and Milk Allergy 


PRENATALAC 
for Expectant and Nursing Mothers 


BRESTOL 
(a fat emulsion with added dextrose and orange juice) 


for Marasmus and Milk Modification 





y, oe 
aa 


iA 


Dae 
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tx 


Fr 


«all 
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PEPTALAC Full details of all our products with analyses and 
(containing pre-digested protein) indications for use are given in our Medical 
for Duodenal Ulcers, Convalescents Handbook obtainable from the Medical & Research 
and Pre- and post-operation diets Dept., Cow & Gate, Guildford, on request. 
COW & GATE MILK FOODS 
5140 
Guildford Surrey 
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FOR TRIGEMINAL NEURALGIA 
*DISTIVIT’ Biz 
brand 


Injection of vitamin B,, B.P. 


1,000 micrograms 





Distributed by 
BURROUGHS WELLCOME & Co. 
EVANS MEDICAL SUPPLIES LTD, 


IMPERIAL CHEMICAL 
(PHARMACEUTICALS) LTD. 


Manufactured by THE DISTILLERS COMPANY (Biochemicals) LTD, Devonshire House, Piccadilly, London, W.1 





‘ Distivit,’ a trademark, is the property of the manufacturers 
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A practical, concise, and up-to-date 
survey of the whole field 


of modern local anaesthesia 


The Practice of LOCAL 
ANAESTHESIA 


By GEORGE BANKOFF 
M.D., D.Ch., F.R.F.P.S., F.R.C.S.E. 


This is a new, thoroughly revised Fourth Edition of an outstand- 
ing work by a leading authority. The author presents a reliable 
guide to the nature and application of local anaesthetics to all 
parts of the body, concentrating on simple and conservative 
methods which can be used by surgeons with no special know- 
ledge of anaesthesia. In addition to the value of the book to 
anaesthetists, surgeons and those preparing for the Diploma in 
Anaesthesia, it will also appeal to the general practitioner who 
is so often called upon to undertake various kinds of minor 
surgery. Profusely illustrated, the illustrations have been almost 
entirely re-drawn for this Fourth Edition, and a new selection 
of photographs has been made. 25/- net. 


PITMAN MEDICAL 


45 New Oxford Street - London, W.C.1 





Protective Foods 
in 





Winter 





During the winter months it is specially impor- 
tant that a well-balanced diet containing a good 
supply of vitamins should be provided to give 
added protection against infection. 


Marmite is a useful protective food, which 
provides the essential vitamins of the B 
complex ina palatable form. An appetising hot 
drink can be made by stirring a teaspoonful of 
Marmite into a cupful of boiling water or hot 


MARMITE 


yeast extract 


contains 
Riboflavin (vitamin B,) 1.5 mg. per oz. 
Niacin (nicotinic acid) 16.5 mg. per oz. 


|-oz. 9d. 2-oz. 1/4, 4-oz. 2/4, 8-oz. 4/-, 16-02. 7/- 
Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 


Literature on request 


The Marmite Food Extract Co. Ltd., 35, Seething Lane, London, E.C.3 


5312 
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The 
Anti-pyretic 
Sedative 


which children 
readily take. 


SAFE AND ACCURATE ASPIRIN DOSE. 
Angiers Junior Aspirin is made in tiny 
pink tablets each containing 1} grains 
of aspirin. 


PLEASANT AND EASY TO TAKE. The 
little tablets are sweetened and orange 
flavoured. Children enjoy them to suck 
or chew. They are easily swallowed 
and disintegrate rapidly in milk or 
water. 


SPECIAL PROTECTION FROM GAS- 
TRIC IRRITATION. The _ inclusion 
of di-calcium phosphate eliminates 
gastric-irritation sometimes caused by 
salicylates alone. 


Acid Acetylsalicylic 1.25 gr. D1-calcium 
Phosphate 1.50 gr. 


Angiers : 
~~) Aspirin 









made for 
children 


Manufactured under close pharmaceutical supervision in the 
Laboratories of 


THE ANGIER CHEMICAL COMPANY LTD., SOUTH 
RUISLIP, MIDDLESEX 





Cvs-16 
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HENRY KIMPTON’S PUBLICATIONS 








Vol. Vi 


Just Ready 
TEXTBOOK OF OPHTHALMOLOGY 


By Sir STEWART DUKE-ELDER, K.C.V.0., M.A., D.Sc. (St. And.), Ph.D. (Lond.), M.D., Ch.B., F.R.C.S. 


Volume Vi—Injuries 
64” x 10” xxviii + 1200 Pages 


1145 tlustrations, including 144 in Colour Cloth Price £5 5s. net 
Vol. Vil Volume Vil—Systemic Ophthalmology and General Index Just Ready 
64” x 10° 255 Pages Cloth 


Price 25s. net (Postage Is. 6d.) 


New (4th) Edition Just Ready | New (4th) Edition Ready this Month 
DISEASES AFFECTING THE VULVA HUMAN BIOCHEMISTRY 
By ELIZABETH HUNT, B.A., M.D., Ch.B.(Liverpool) By ISRAEL S. KLEINER, Ph.D. 


m : FOURTH EDITION, REVISED AND ENLARGED FOURTH EDITION, REVISED AND ENLARGED 
ye igs 236 Pages 47 Mlustrations and 17 Coloured Plates | 64” x 10” 746 Pages 93 Illustrations and 5 Coloured Plates 
jot 


Price 31s. 6d. net (Postage 9d.) | Cloth Price 56s. net 


aH (4th) Edition : Just Ready 
A MANUAL OF OTOLOGY, RHINOLOGY AND LARYNGOLOGY 
By H. C. BALLENGER, M.D., F.A.C.S., and J. J. BALLENGER, B.S., M.S. 


FOURTH EDITION, REVISED AND ENLARGED 
6” x 10” 365 Pages 136 Illustrations and 3 Coloured Plates Cloth Price 45s. net 


Ready this Month 
BABCOCK’S PRINCIPLES AND PRACTICE OF SURGERY 


Edited by KARL C. JONAS, B.S., M.D., F.A.C.S. 
T” 4310” 1543 Pages 1006 Illustrations and 10 Coloured Plates Cloth Price £6 15s. net 





25 Bloomsbury Way HENRY KIMPTON London, W.C.1 


Medical Book Department of Hirschfeld Brothers Ltd. 














New and Forthcoming BUTTERWORTH Books 


MODERN TRENDS IN OPHTHALMOLOGY (Third Series) 


Edited by ARNOLD SORSBY, M.D., F.R.C.S., Research Professor in Ophthalmology, 
Royal College of Surgeons and Royal Eye Hospital, London. 


An impressive team of experts from all over the world surveys the progress in this subject 
over the last six years, taking in new surgical techniques, modern clinical and experimental 
pathology, developments in diagnostic procedure, social problems and innumerable other 
aspects. 


Ready January. Pp. xi-+-331-+-Index. "112 illustrations. 65s. net. 


KINNIER WILSON’S NEUROLOGY (Second Edition) 


Edited by A. NINIAN BRUCE, F.R.C.P.(Edin.), D.Sc.(Edin.), M.D., F.R.S.(Edin.), 
Consulting Physician, Bangour Mental Hospital, and St. Andrew’s Hospital, Hawick. 
With Foreword and New Chapter on Aphasia, Apraxia and Agnosia by Sir RUSSELL 
BRAIN, Bart., D.M.(Oxon), F.R.C.P., President Royal College of Physicians, London. 


A much needed Second Edition of this standard textbook, which includes all the most recent 


thought in the sphere of neurology. It will prove to be one of the most valuable contributions 
to neurological literature in recent years. 


In Three Volumes. Fully illustrated. Volumes I and Il Now Ready. 
Volume III in preparation. £10 10s. net per set. 


Butterworths, 22 Kingsway. London, W.C.2 
Showroom : 11-12 Bell Yard, Temple Bar, London, W.C.2 
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The natural vitamin E avail- 
able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 


as to potency and stability. 


The natural vitamin E of today com- 
prises a concentrate distilled from the 


oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that 1 international unit 


= 1 mgm. of d.l. alpha tocopheryl acetate. 


Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
conspicuous success at the Shute 
Institute. 
LITERATURE ON REQUEST 


Sole Manufacturers : 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 
















— 


SMITHS 
ON EDGE 


“*A class wn demons for five full 
periods . . . forty exercise books to 
correct . fn then a boarding house 
meal. Of course he’s‘not interested in 
his food. Hardly to be wondered at 
if he shows signs of Vitamin 
Deficiency.’* 





The increased potency of 
Supavite is of particular value 
in such conditions of nervous 
strain, especially when these 
are accentuated by vitamin 
deficiencies in the diet. The 
combination of Minerals with 


: . F . . i ‘ 
the Vitamins in Supavite is oe Riboflavin) co 
important astheyacttogether Nicotinamide _ ... 10 mg. 

i . sas Iron (Ferrous)... ..- 17 mg. 
to give the fullest nutritional th palprons $9 ms. 
. benefits. Phosphorus ... «.. 30 mg. 


THE ANGIER CHEMICAL CO. 


FORMULA 


EachAMBER aa contains: 
VitaminA . : 6,000 I.U. 
Vitamin D 1,000 I.U. 
Vitamin E -. 1 mg. plus 
one minim wheat germ oil 


Each BLACK Capsule contains: 
Vitamin B, .. 1 mg. 


LTD., LONDON, 8.8.1. 





SUPAVITE 


RE 


el en eS 


Pf, upws repr IN (CONDITIONS OF VITAMIN fre ene al OFTEN 
ASSOC; ITH : General fatigue and | Ne 

debi iit gg tn 1 bowel function. Indigestion cae o 
health. Mental irvit ability. Low resistance to colds ond other | atl. 
ments. Changes in the texture of the skin. 


LABORATORIES—SOUTH RUISLIP, MIDDLESEX 





4 
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A new route 
CO 


Crystalline Vitamin B:. 





in a specially prepared 
snuff base for 
administration by 
nasal insufflation 


Literature and samples on request. 


TD 
Insufflations 


eeeees “* pernicious anaemia patients in relapse have been adequately 
treated by inhalation crystalline B,,’’. (1) 


a er “an effective form of treatment, the doses required are of the 
same order as those given by the intramuscular route’ . (2) 


(1) Amer: ]. Med. Sei. 1953, 225, 113. 
(2) Lameet, 1954, 6807, 341. 


PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, ENGLAND 














HARVEY 


1578—1657 


This scientist and doctor of medicine rose to great 
eminence and became Physician Extraordinary to 
James I. He is most famed, however, for his research 
work on the blood and his discovery of its circulation. 


IMPROVED PRESENTATION 


F* IRON DEFICIENCY ANAMIAS, ferrous sulphate is 
universally accepted as the most efficient compound 
for oral administration. The improved method of 
presentation in ‘Plastules’ ensures maximum absorption 
and utilisation. The tasteless, easy-to-swallow capsules 
rapidly disintegrate and the ferrous sulphate in a 
semi-solid condition is quickly absorbed, with avoidance 
of gastric irritation. The addition of Folic Acid 
stimulates production of erythrocytes, and the dried 
yeast increases appetite and re-inforces the action of 
the iron. 

*Plastules’ are available in four varieties: Plain; with 
Liver Extract ; with Folic Acid ; and with Hog Stomach. 


*PLASTULES ’” 


Trade Mark 
HZ MATINIC COMPOUND 


Ceeett) 


JOHN WYETH & BROTHER LTD - CLIFTON HOUSE - EUSTON ROAD - LONDON .- N.W.1 





.- 
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TOLSERAM 





MEPHENESIN CARBAMATE 


The new SQUIBB product 

for the treatment of — 
Disseminated Sclerosis 
Paraplegia, Hemiplegia, 
Rheumatic Disorders 
Choreo - athetosis 


Literature gladly sent on request. 


SQUIBB 


E. R. SQUIBB & SONS, 17-18 OLD BOND STREET, LONDON, W.!. Tel. HYDE PARK 1733. 











Armo-Neestrol and 
ARMO-NCESTROL 
Forte Tablets 


combining 
Dienestrol and Phenobarbitone Indicated in 


Dysmenorrhea and Menopausal Disorders 


® Write for Literature and samples :— 








_THE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTO.) 





Telephone : Telegrams : 
HAMPDEN PARK ARMOLAB 
740 EASTBOURNE 


















HAMPDEN PARK, EASTBOURNE, SUSSEX 
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MAGSORBENT 


(brand of magnesium trisilicate B,P.) Powder and Tablets 


the original antacid with a follow-through 


action which jrersists after the dose has been taken 





All the products of Kaylene (Chemicals) Limited are in Category 2 
or Category 4 in the Ministry of Health's Classified List, 
and are prescribable on Form E.C.10. 





Samples and literature on request. 


KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON, N.W.2 



























ge 

A. riking a new note 

PT aes 
S in ORAL CHLORAMPHENICOL therapy 
iw: Chloramphenicol cinnamate, a new tasteless derivative of 
chloramphenicol which leaves no residual bitterness on the 
tongue after oral administration, has been combined with 
\ atropine to form Alficetyn Suspension, a palatable preparation 
cinnamate | which has a wide range of therapeutic activity when given by 

\\ mouth. 


Alficetyn Suspension contains in each teaspoonful (4 c.c.), 
chloramphenicol cinnamate equivalent to 125 mg. chloram- 
with atropine phenicol B.P., and atropine sulphate 0.032 mg. 


ies ALFICETYN SUSPENSION 


A&H product 
" CHLORAMPHENICOL CINNAMATE with ATROPINE 


Bottles of © c.c. 


WO 








HANBURYS LTD LONDON a 


RAMS REENBUR 
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Ortho-Gynol Ortho-Creme Ortho Diaphragm 
Ricinoleic acid and Ricinoleic acid and Coil-spring or flat-spring type in 
p-Diisobutyl phenoxypolyethoxyethanol sodium lauryl! sulphate in a cream base sizes 55 mm. to 95 mm. 
in a vegetable gum base buffered at pH.5. 


buffered at pH.4.5 


3 Where the diaphragm is impractical or unacceptable 


CPreceplin Vaginal Gel* provides the “barrier” effect in its unique synthetic 


base. Simply applied with the Ortho Applicator 
* Ricinoleic acid and 2 sn py ee cae 


in a synthetic base buffered at pH.4. 
LITERATURE ON REQUEST 








Ortho Pharmaceutical Limited 


HIGH WYCOMBE - BUCKINGHAMSHIRE - ENGLAND 
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In keeping with the times 






in Great-grandfather's day, 
at ponderous and infrequent 
Exhibitions in austere Salons, the 
= then-dawning pharmaceutical 

x laboratory first timidly displayed 
its few products to the Public 





Today an important Pharmaceutical 
industry is represented at the f' ; Po? 
countless Exhibitions ' : PU iti} 
in all parts of the world with fitting Cae Et dba} 
displays on most modern lines - 

a direct liaison between the many 
specialized products and the attention 
and approval of the physician 


© GUE 


ESTABLISHED: 1853 
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Elastoplast 
Bandaging 
Technique 


In the treatment of 
















gravitational ulcers . . . careful 
bandaging is essential 

in order to achieve the 

best results. 

Seepage of discharge 

beneath a bandage may 

be prevented by 

cutting small holes in the 


bandage as illustrated. 


Cotton wool, held in place over holes by 
a further strip of Elastoplast, absorbs 
discharge. See illustration opposite. 


lastoplast POROUS ADHESIVE BANDAGES B.P.C. 
f 2 


The Elastoplast Bandage with Porous Adhesive complies with 
the B.P.C. It provides firm adhesion, compression and support 
while permitting free evaporation of skin exudates, Full details 
from Smith & Nephew Ltd., Welwyn Garden City, Herts., the 
marketing organisation of T. J. Smith & Nephew Ltd., Hull. 





Outside the British Commonwealth, Elastoplast and Elastocrepe are known as Tensoplast and Tensocrepe respectively. 
10 











THe Lancet] 


THE LANCET GENERAL ADVERTISER 


[Dec. 11, 1954 








Elastoplast 
Porous Adhesive Bandages 
now in full supply 


Heavy demands for Elastoplast Porous 
Adhesive Bandages have hitherto made it 
necessary for hospitals to be given priority 
when allocating supplies. By means of 
new manufacturing facilities, Elastoplast 
Porous Adhesive Bandages are now 
being produced in sufficient quantities 


When prescribing Elastoplast add “Porous Adhesive”’ to your script. 


Elastoplast 





to meet the full demand of the Medical 
Profession, and all E.C.10 prescriptions 
can now be promptly met. 

The Elastoplast Bandage with the porous 
adhesive permits free evaporation of sweat 
from the skin. This minimizes the main 
cause of plaster reaction. 


TRAOE MARA 


POROUS ADHESIVE BANDAGES B.P.C. 


Full details from: Smith & Nephew Ltd., Welwyn Garden City, Herts. The marketing organisation of T. J. Smith & Nephew Ltd, Hull. 
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Transvasin 


brings the esters of NICOTINIC ACID 
aN SALICYLIC ACID 
7 pAMINOBENZOIC ACiD 


to the focal point of 
soft-tissue rheumatism 






























The esters in Transvasin, a new 
preparation developed by Hamol 
S.A., our Swiss associates, readily 
pass the skin barrier in therapeutic 
quantities and enable an effective 
concentration of the drugs to be 
built up where they are needed. 
Transvasin not only induces vaso- 
dilation of the skin with 4 super- 
ficial erythema, but also brings 
about a deep hyperaemia of the 
underlying tissues. It is non- 
irritant, and can be safely used on 
delicate skins. 

It is now being widely prescribed, 
with successful clinical results. 
Since a very small quantity - is 
sufficient for each application, the 
cost of treatment is extremely low. 








Salicylic acid tetrahydrofurfuryi-ester 14% 

Nicotinic acid ethyl-ester 2% 

Nicotinic acid n-hexyl-ester 2% 

a p-Aminobenzoic acid ethyl-ester 2% 

; - - : a Water-miscible cream base ad 100% 

Transvasin is available in 1 oz. tubes, basic price 2/6 , 


plus 7$d P.T., and is not advertised to the public. 

Samples and literature will be gladly sent on 

application. 

LLOYD-HAMOL LTD., 11 Waterloo Place, London, S.W.1 WHltehall 8654/5/6 
Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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Dramatic Results 


\ 
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in Dandruff Control 


Le aay 


In just four to six weeks, SELSUN restores the 
sealp to a clean, healthy condition. Then— 
without further care—the patient’s scalp remains 
free from the scaling, itching and burning of 
seborrhoeic dermatitis for one to four weeks. 
Clinical reports covering more than 400 cases 
show that sELSUN controls 92 to 95 per cent 

of common dandruff cases, 81 to 87 per cent 

of all seborrhoeic dermatitis cases.'* 

SELSUN is remarkably simple to use. Patients 
just add it to their regular hair-washing routine. 
It rinses out easily, leaves the hair and scalp 
clean and easy to manage. SELSUN Suspension 
is available in 2 and 4 fluid ounce bottles, with 


special direction label on every bottle. 

1 (1952), Arch. Dermat. & Syph., 65:228, February 
2 (1951), Arch. Dermat. & Syph., 64:41, July 

3 (1052), J. Missouri State Med, Asen,, 49:911, November 


Prescribe 


SELSUN Qbbett 


(SELENIUM SULPHIDE, ABBOTT) REGD. 


Suspension 


Try SELSUN yourself 

Professional sample together with 

technical literature will be sent on request 10 ABBOTT LABORATORIES LTD PERIVALE GREENFORD MIDDLESEX 
13 
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“... generally after the 

a first application there follows a 

Pore feeling of warmth, improvement in 
oretetete the circulation and relaxation.” 


eeceeeeee * Pro medico 21, 429-431 (1952) 


FINALGON 
OINTMENT 


' tube of 20g 





COMPOSITION : 

Nonvli acid vailyiamide 04% and produces a pleasant feeling of warmth 

2.5% in a suitable ointment,_base . ° e 
lasting for hours and relieves rheumatic 


é pains 


LEWIS LABORATORIES LTD., LEEDS 9 
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AN EFFECTIVE MERCURIAL DIURETIC Pa == : 








. 


Effective diuretic therapy by oral administration is now made possible by MERCLORAN. One tablet three 
times daily, equivalent to 30 mg. mercury, is usually sufficient to keep cardiac patients free from oedema. Where 
more intensive treatment is needed MERCLORAN, being well tolerated by the majority of patients, can be 
taken more often and in increased doses. The need for injection is thus frequently eliminated. 


In severe cases, it is often desirable to initiate treatment parenterally, in which case 
the chemically related compound MERCARDAN (meralluride Sodium U.S.P.) is available. 


MERCLORAN | 2scocr 22". 


Va 


> ~PARKE, DAVIS & COMPANY, LIMITED (Inc. U.S.A.) HOUNSLOW, MIDDLESEX. Telephone: Hounslow 2361 
570 


Oe, 
. 


*AA 15 
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Oblivon is an entirely new drug with 
the unique property of diminishing 
the mental and physical accompani- 
ments of nervous tension and appre- 
hension. The indications are as wide 
as medicine itself and include the 
relaxation of the patient in labour, 
the calming of the elderly sleepless 
patient, safe sedation for the fretful 
child, and the day-to-day management 
of the psychoneurotic, 

There are no contra-indications to 
the use of Oblivon. It is a refreshing 
addition to the therapeutic weapons 
of the practising physician. 








OBLIVON 


Presentation : Sea-blue Elixir containing 250 mg. methylpentynol in 4 c.c. Capsules are also available. 


BRITISH SCHERING LIMITED, Kensington High Street, London, W.8 Tel.: WEStern 8117 
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CHEMOTHERAPY OF TUBERCULOSIS ~~ 


The concurrent use of PAS salts 
at aa is now fully recognized as a major therapeutic measure ——~_ 


against all forms of tuberculosis. 


Aminacvl PAs Salts» 


BRANO 


















‘Aminacyl’ PAS products, with the exception of the 
Granulate (Ca PAS only), are available as either Sodium 
PAS B.P. or as the Calcium Salt. 


They include whatever commonly used forms may be 
prescribed in terms of physicians’ choice and patients’ 
preference— 


PACKS: (OFT) 1) ae ck 100’s 500’s 


SSF SPD NE ne Ses 80’s_ 400’s 
Dragées 0.5 g (plain)... 250’s 1,000’s 
0.75 g. (enteric-coated) .... 250’s 1,000’s 


Bulk Powdler ....0.00.0000000000000000.... Ikg.  5kg. 
Granulate (Ca PAS).......... 400 g. 2,000 g. 


1’B-PAS: Bence) 


BRAND > 


This new modification of PAS sine the advititege of uae 
therapeutic effect comparable wWith:that of Na and Ca PAS)... 
but with smaller dosage. Furthermore, it is completely non- ~. 
toxic, and is almost completely tasteless. ‘ 


PACKS: ‘Aminacyl’ Ca B-PAS Powder: Tins of 150 and 500 
envelopes each 3.5 g. 


‘Aminacyl’ Ca B-PAS Cachets: Tins of 80 and 400 x 1 g. 


‘Aminacyl’ Sodium B-PAS Cachets are also available in 
tins of 80 and 400 x 1.5 g. 


‘Pasinalht’ combined PAS/INAH Gachets 


BRAND 


Pg 





for convenient prescription of PAS and Isoniazid concurrently 
‘PASINAH’ Cachets each contain 1.5 g. Na PAS (Sodium 
p-Aminosalicylate B.P.) and 17 mg. Isonicotinic Hydrazide. 


PACKS; Standard Tins of 100 and 500. Details of institutional 
quantities on request. 


Further information from the Medical Dept. 


Kee ee A. WANDER LIMITED 
42 Upper Grosvenor St., London W.1. Phone: GROsvenor 3931. 


CANADA: A. Wander Ltd., Peterborough, Ontario. AUSTRALIA: A. Wander Ltd., Devonport, Tasmania. 

NEW ZEALAND: A Wander Ltd., Christchurch. INDIA: Grahams Trading Co. (India) Ltd., 16 Bank Street, 

Bombay. PAKISTAN: Grahams sein) ea tee. Box 30, Karachi. CEYLON: A. Baur 
‘0. Lt olom! 
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Someone's awake at 


The Hollies... 


PTL 
if 


The sleeplessness caused by a persistent, 
unproductive cough can be very exhaust- 
ing. TUSANA provides a blend of expec- 
torants to loosen the tenacious mucus, 
and the central sedative, codeine, to 
depress the cough reflex. By breaking 
the vicious circle of coughing and irrita- 


Tee, 
C 





tion, Tusana allows the patient to sleep 
and gather strength for recovery. 


Available under the N.H.S., Tusana 
costs Jess than comparable official prepar- 
ations. 

Basic N.HLS. prices 20fl.0z.8/4, 80f1. oz. 30/- 


TUSANA 


Cocillana Cough Linctus 


Literature and further information from the Medical Department 


BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM, ENGILAND 
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SOLUBLE 
ENICILLIN: 


CRYSTAPEN LIQUID 


offers the decisive 
advantages of 
soluble penicillin 
ina Re 
UJ 99-V:7 25) — & attacks with higher, faster blood levels and 


: L 10 Ul D ee follows through with sustained 


activity in the tissues 







This new oral penicillin is different in a very Crystapen Liquid. Each fluid drachm (teaspoon- 
important respect. It presents soluble potassium ful) contains 200,000 units of potassium penicillin 
penicillin—most effective form for oral therapy— in a discreetly flavoured fluid vehicle. 

in a stable, palatable liquid. The true merit of this preparation is revealed by 
To secure the most rapid and decisive results by the fact that the initial peak level is secured in 
mouth, penicillin must be speedily absorbed to addition to the prolonged level, not at the expense 
give a high initial destructive level (by far the most of it. Indeed, Crystapen Liquid exerts a sustained 
conclusive attack), followed by a sustained inhi- therapeutic effect lasting up to six hours—as long 
bitory level at the infected focus. This is undoubt- as that of any other form of oral penicillin. In 
edly best achieved with soluble potassium short, this preparation not only delivers a swift 
penicillin, which is absorbed from the alimentary lethal attack on susceptible organisms, but also 
tract with the greatest efficiency. follows through with sustained activity in the 
It is this form of penicillin that is presented in _ tissues. 


CRYSTAPEN LIQUID 


TRADE MARK 
200,000 units potassium penicillin per fluid drachm (one teaspoonful). Bottles of 2 fi. ox. 


@ 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX BYRON 3434 
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The paroxysmal abdominal pain of infantile 








L@® 
colic is a result of smooth muscle spasm of the (Merrell 
gastro-intestinal tract, It is therefore most effectively relieved 


by the administration of ‘ Merbentyl’ Syrup, the new form 

of the antispasmodic ‘Merbentyl’, Strikingly free from the side 
effects usually associated with antispasmodic therapy, ‘ Merbenty]’ 
Syrup is particularly suitable for administration to infants and ; 
children ; especially as they enjoy its clean, clear taste. ~ A 





‘Merbentyl’ Syrup is available in bottles of 4 and 20 FI. oz. ] 


MERBENTYL 





SYRUP 


distributed in the United Kingdom & Eire by 


RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 
for the Wm. S. Merrell Company, London, 


20 





ALSO AVAILABLE 


‘Merbentyl’ Tablets each containing 
10 mg. Diethylaminocarbethoxy- 
bicyclohexy! hydrochloride. 
*Merbentyl’ with Phenobarbitone 
Tablets each containing 10 mg. 
Diethylaminocarbethoxy bicyclohexy! 
hydrochloride and 15 mg. Pheno- 
barbitone. 


Each in bottlesof 50and 2 50 tablets. 
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WHICH WOULD YOU RATHER... 


‘DIBENCIL’?’ ORAL SUSPENSION 
presents the newly developed salt of penicillin, 
N:N'dibenzylethylenediamine dipenicillin G, 
as a stable, pleasantly flavoured preparation 
ready for use. It is well tolerated and is 
readily accepted by the youngest child. Doses 
of 300,000 units (one large teaspoonful) taken 
every six hours, are usually sufficient for 
either prophylaxis or treatment of the milder 
infections caused by penicillin-sensitive organ- 
isms. In severe infections it is usually 
advisable to supplement this dosage, initially, 
with penicillin by injection. 





When it is a question of choice, oral peni- 
cillin therapy with the new ‘ Dibencil’ Oral 
Suspension is preferred because :— 

@ It is therapeutically effective. 

@ It is convenient for both doctor and 
patient. 

@ It is extremely palatable and free 
from the taste of penicillin. 

@ It is ready for use. 

@-It retains its potency at ordinary 
room temperature for at least two 
years. 

PRESENTATION 


Bottles of 50 c.c. Containing 300,000 
units in each 5 c.c. (one large teaspoonful). 


A “fg . a j v 
D | b enci ORAL SUSPENSION 


Trade Mark 
(N : N’dibenzylethylenediamine dipenicillin G.) 


ICI\IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
Scalise of thet hades Sl Ca WILMSLOW, MANCHESTER 





Ph.417/1 
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Peritrate is a valuable aid in the treatment of angina 
F Or by virtue of its action as a coronary vasodilator. 

Each 10 mg. tablet begins to act half-an-hour after ingestion 
and the action continues 4-5 hours. Peritrate prevents 
anginal attacks, or reduces their frequency, severity 

- and duration. It diminishes the patient’s nitroglycerin 

the pat 1ent requirements, and improves exercise tolerance. 

Peritrate is non-toxic and causes very few 
side-effects even on prolonged administration. 


PERITRATE WITH PHENOBARBITONE 
. Peritrate is now available with Phenobarbitone for 
with ang ina the Angina Pectoris patient who needs sedation. 
Each tablet contains 10 mg. Peritrate and 
15 mg. Phenobarbitone. The packs and prices for these 
tablets are the same as for Peritrate. 


Peritrate 


Trade Mark 
BRAND OF PENTAERYTHRITOL TETRANITRATE 


AND PERITRATE WITH PHENOBARBITONE 


One or two 10 mg. tablets four times a day. 
Bottles of 50 and 500. Bottles of 500 tablets are 
supplied to chemists at g/- plus 2/3d. P.T. 


Further information is available on request. 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4, 
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The question of 





larga ctil 


dosage 








in mild psychoneurotic cases 





RECOMMENDATIONS ON THE LEVEL OF DOSAGE AND 
DURATION OF TREATMENT 





DAGENHAM, MONDAY. Although there 
have been many reports of the success of 


‘Largactil’, the May & Baker brand of ° 


chlorpromazine hydrochloride, in the 
treatment of patients suffering from various 
psychoneuroses, there have also been 
reports of disappointing results which may 
have come about because of a failure (a) to 
select suitable patients for treatment, (d) 
to reach an adequate dosage level for the 
particular case, or (c) to persevere with 
treatment. 

It is gradually becoming apparent that the 
patients who respond most favourably to 
treatment with ‘Largactil’ arethoseinwhom 
tension, apprehension, anxiety and distress 
are most marked, rather than those with 
symptoms of depression. Full benefit from 
the treatment of those most likely to 
respond can only be achieved if dosage 
levels are determined individually for each 
patient, and the need for this individual 
approach is apparent from reports which 
indicate that there may be such extreme 
variations in effective dosage as from 
30 mgm. to as much as 800 mgm. daily 
in some instances. These same figures, 
however, emphasize the general safety 

of the drug, an important advantage 
when “ trial and error ** methods are 


advocated for arriving at the dosage most 
suited to any particular patient. 
It is suggested that the mild psycho- 
neurotic should receive an initial dose 
of 75 mgm. on the first day, e.g., 1 x 25 
mgm. tablet t.d.s., and that this dosage 
should be increased by 25 mgm. daily 
until an effective and tolerable dosage 
level is achieved. An upper limit of 
200 to 300 mgm. is probably generally 
most effective but, because there may 
be a delay of some days before a re- 
sponse is apparent, doctors. are strongly 
advised to persevere with treatment for at 
least 14 days. In many instances, maximum 
clinical improvement may not be seen until 
after 4 to 6 weeks of treatment. If 200 to 
300 mgm. daily over 2 to 4'weeks has not 
produced signiticant improvement, further 
treatment is unlikely to do so. 
One final point. When treatment is started 
with small doses of chlorpromazine, 
patients may complain of exacerbation of 
symptoms during the first few days. This 
is probably explained by the unaccustomed 
peripheral effects of the drug in the 
absence of adequate central effect 
and should be dealt with in most 
cases by increasing rather than by 
decreasing the dosage. 


Any queries arising out of this announcement should be addressed to: 


THE MEDICAL INFORMATION DIVISION 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD 


DAGENHAM 


ESSEX 


TELEPHONE: ILFORD 3060 EXTENSION : 99 OR 100 
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LEM IDIROCORTUSONLE 
Fah -__ SKIN OINTMENT 
COR ONE 


EYE DROPS & EYE OINTMENT 


eather 


UNITED KINGDOM 


Orders can now be accepted from Hospitals only, for 
HYDROCORTISONE SKIN OINTMENT 
CORTISONE EYE DROPS 
AND EYE OINTMENT, 
but not for other presentations, which are still 
distributed exclusively by the Ministry of Health. 


EXPORT 
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All forms of Hydrocortisone and Cortisone are freely available. 





ROUSSEL LABORATORIES LTD.,847 HARROW ROAD, LONDON, N.W.1 
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in anxiety states 





Anxine Tablets provide comprehensive symptomatic 
treatment of anxiety states, psychoneuroses and psychoso- 
matic disorders 


by improving mood and increasing confidence, 


by inducing gentle sedation and allaying anxiety 
rand 
by securing the optimal degree of muscular relaxation. 


Although each of the three components of Anxine 

Tablets, dexamphetamine sulphate, cyclobarbitone and 
mephenesin, makes an important contribution to the amelio- 
ration of the symptoms ef anxiety states, none is adequate 
alone. It is only when they are combined, in the form of 
Anxine Tablets, that maximum control of symptoms is 

Formula achieved. 

Each Anxine Tablet 

contains : 

Dexamphetamine 


sulphate 2°5 mg. 
Cyclobarbitone 35 mg. 
Mephenesin~.. 120 mg. 


In bottles of 50 tablets. 
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PAYNOCIL 


OVERCOMES ASPIRIN IRRITATION 





Paynocil is a new, non-irritant, palatable analgesic 
representing a considerable advance in formulation 
among products of its kind. It combines acetylsalicylic 









and amino-acetic acids in a tablet offering 


Pe ea hil 


the following advantages: 


4AL A THELET COWTAIME 


nage 


ALGESIC COMPOUND 







: 
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It does not cause gastric irritation. 


It provides the most palatable and 
convenient form of analgesic 
medication. 


It disintegrates pleasantly and rapidly on 
the tongue ; swallowing with water or chewing 
are unnecessary. 


An effective dose of aspirin (10 grains— 
0-65 gramme) is provided in one tablet. 


Packaging and Prices: 


Tubes of 18 tablets. Retail price (inc. Tax) 3/2. 
Dispensing packs of 240 tablets. Basic N.H.S. price 27/1. 


LONG TERM, INTENSIVE USE SHORT TERM OR OCCASIONAL USE 

Because of its non-irritant properties It is equally suitable for the occasional 
Paynocil is ideal in the prolonged analgesia required for headaches or 
aspirin therapy necessary in rheumatoid neuralgia owing to its convenience and 
arthritis. acceptability to all patients. 





RRR A Dobe 


Formula: each tablet contains: 
Acetylisalicylic acid .. 2... 6. oe es 10 grains (0-65 gramme) 
py. See he 5 grains (0-32 gramme) 


L. BENCARD LTD 
Telephone: ELGar 6681 


PARK ROYAL, LONDON, N.W.10 
“Telegrams: Bencarlond, Harles, London 
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For suppression 
of severe cough 





‘Physeptone’ depresses the cough reflex in a 
manner comparable with that of diamorphine. 
It may therefore be prescribed with advantage for 
those cases of persistent cough’ which would 
normally be given diamorphine. 

For this purpose, ‘Physeptone’ Linctus is issued 
containing 2 mgm. of Methadone (Amidone) 
Hydrochloride in each fluid drachm. The average 
adult dose is one teaspoonful (2 mgm.) every three 
or four hours, and this will control nearly every 
cough. 

For children ‘Physeptone’ Linctus should be 
diluted with simple syrup’in the proportion of 
one part linctus and seven parts syrup. One to 
two teaspoonfuls (0°25 - 0°5 mgm.) of this diluted 
linctus to be given according to the age of the child. 


‘PHYSEPTONE’ 
LINCTUS 


heal BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd. LONDON 
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PERNIVIT utilises the 

vasodilator properties of 

nicotinic acid and 

the effect of vitamin K 

in maintaining normal 

blood coagulability 

and vascular permeability. a mae 


*‘PERNIVIT’ for chilblains 


Effective both in the treatment and in the subsequent prevention of 
chilblains. Irritation and inflammation are quickly relieved. 
Dosage-Adults :— two to six tablets daily immediately after meals. 
Children :— half this dosage. The basic N.H.S. price of Pernivit is 2/- 
(bottle of 50 tablets). Literature and specimen packings are available 
on request. 
May be prescribed on form E.C.10. 


THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.I 
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She night passes serenely 
to a fresh awakening... 


/ ‘TUINAL’ 
“Pulvules’ : 


G 
BPrarbeturates ‘SECONAL SODIUM’ 


CG. | ‘SODIUM AMYTAL /AMYTAL’ 
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EARLY DIAGNOSIS 


F. A. ELxiorr 
F.R.C.P. 
ASSISTANT PHYSICIAN, CHARING CROSS HOSPITAL, LONDON 


Wrire McKissock 
O.B.E., M.S. Lond., F.R.C.S. 


SURGEON, ST. GEORGE'S HOSPITAL, LONDON 


ALTHOUGH acoustic neuromata are surgically accessible 
and usually benign, the operative mortality in the best 
hands is not less than 10% (Olivecrona 1940, Horrax and 
Poppen 1939), and recurrences are not uncommon. 
Moreover, the postoperative morbidity is considerable : 
the operation may be followed by facial paralysis, 
unsteadiness of gait, visual impairment from secondary 
optic atrophy, and a general malaise which interferes 
with work and with the enjoyment of life. The main 
reason for this unsatisfactory state of affairs is that by 
the time a neuroma has grown large enough to fulfil 
present diagnostic criteria it has already caused irre- 
versible damage and is usually too big to be removed 
without increasing that damage, especially if total 
extirpation is attempted. The purpose of this report is 
to show that it is possible to make a presumptive diagnosis 
of acoustic neuroma at a stage when the clinical features 
are almost entirely confined to disturbances of hearing 
and labyrinthine function, and that in such favourable 
circumstances the tumour can be removed without 
increasing the preoperative level of deafness, and without 
damaging the facial nerve or neighbouring structures. 


Case-records 


Case 1,—Male, aged 50. In 1941 he consulted an otologist 
because of slight deafness in the left ear, and audiometry 
disclosed impairment for high tones. In 1945 he began to 
have attacks of giddiness lasting some minutes, during which 
his gait was unsteady ; there was no accompanying sense of 
rotation of self or surroundings. In 1948 he first noticed 
tinnitus in the left ear, but giddy spells were uncommon until 
1950, when he began to.experience true severe vertigo, which 
lasted hours at a time and was associated with nausea and a 
reeling gait. He could walk without unsteadiness between 
these attacks. In July of that year he was found to have 
multiple subcutaneous neurofibromata and a patch of pigmen- 
tation on one thigh. The nervous system was normal apart 
from the functions of the eighth nerve on the left. 

Otological Findings (C. 8S. Hallpike).—The tympanic mem- 
brane was normal, A-whisper was heard at 3 feet (20 feet in 
the right ear). Weber's test showed no reference to either ear. 
Air conduction was better than bone conduction in both ears, 
and absolute bone conduction was reduced on the left, Loud- 
ness balance tests showed incomplete recruitment on the left. 
There was no spontaneous nystagmus. The caloric response 
was reduced on the left side. 

Other Investigations.— Radiographs of the internal auditory 
meatuses were normal, as were the pressure and constituents of 
the cerebrospinal fluid ; the protein content of the c.s.F. was 
40 mg. per 100 ml. The Wassermann reaction (w.R.) in blood 
and ©.8.F. was negative. Ventriculography showed a normal 
ventricular system. 

Operation.—Craniotomy was decided upon because (a) the 
otological findings were consistent with a lesion of the eighth 
nerve, and (b) neurofibromatosis is an occasional accompani- 
ment of acoustic neuroma, At operation (W. McK.) a good 
view of the lateral recess was obtained by elevating the left 
cerebellar hemisphere after a unilateral occipital decom- 
pression, and a tumour | cm. in diameter was found on the 
posterior aspect of the eighth nerve. It was lightly adherent 
to the surface of the cerebellum but was easily removed. 

Result.—The patient made an uninterrupted recovery and 
there was no postoperative facia) éss, For the first three 
weeks there was a moderate increase in the deafness, but 
thereafter hearing returned to the preoperative level, and 
recruitment disappéared. The caloric response was unchanged, 
and there was no ataxia. 
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He has since remained free from vertigo, and his deafness 
has not increased. 


Case 2.—Male, aged 47. Early in 1950 he noticed the gradual 
onset of tinnitus and slight deafness in the left ear. About a 
month later he complained of giddiness ; this was paroxysmal, 
with unsteadiness of gait but no sense of rotation. A persistent 
ache in the back of the neck kept him awake at nights, and for 
a fortnight preceding his admission in September, 1950, he had 
noticed intermittent twitching of the left side of the face. On 
examination he was found to have slight nystagmus when he 
looked to the left depression of the left corneal reflex despite 
normal corneal sensation, and slight deafness of the left ear. 
The nervous system was otherwise normal. 

Otological Findings (C..S. Hallpike).—Tympanic membrane 
normal, Whisper heard at 6 feet on left, at 20 feet on right. 
Weber’s test not referred. Air conduction better than bone 
conduction. No measurable loss of absolute bone conduction. 
Partial recruitment present. Caloric responses depressed on 
left. No nystagmus. Gait steady with eyes closed. 

Other Investigations.—Radiography showed marked fun- 
nelling of the left internal auditory meatus. Ventriculogram 
normal. C.s.F,: pressure normal; protein content 20 mg 
per 100 ml.; w.r. negative. 

Operation.—Craniotomy was decided upon because (a) the 
otological findings suggested a lesion of the eighth nerve 
rather than one of the internal ear, and (6) the left internal 
auditory meatus was enlarged. At operation (W. McK.) a 
unilateral exposure was made to include the posterior lip of 
the foramen magnum, and it was then possible, by elevating 
the cerebellar hemisphere, to obtain a good view of the lower 
cranial nerves. A tumour, 1-5 cm. in diameter, was seen to be 
growing out of the internal meatus ; it was clear of the brain 
stem and fifth nerve. It was removed almost intact, and 
microscopical examination showed it to be a neuroma, 

Result.—After operation there was no facial weakness, and 
the level of deafness was unchanged. The partial recruitment, 
which had been present before, disappeared. There was, 
however, a subtotal abolition of the caloric response on the 
left and some unsteadiness of stance and gait, with slight 
nystagmus to the right. Full recovery was delayed for some 
months by an affective disorder: he felt “‘ too weak to pour 
a cup of tea,”’ walked with a stick, and protested,his unfitness 
for work. There were no physical|signs to sustain his plea and 
he looked the picture of ith, This ise, which had its 
roots in a domestic situation, eventually passed off and he 
has remained well since. : 


Case 3.—*-Female, aged 58. This woman had attended almost 
every department of the hospital in the past fifteen years. 
There was always an organic nucleus for her varied complaints, 
but her considerable sense of drama impaired the accuracy of 
her testimony, particularly as a sensory witness. However, it 
is recorded that in 1947 she first complained of left-sided 
deafness and tinnitus, and was found to have a slight degree 
of perceptive deafness, In 1949 she had several paroxysms of 
true vertigo. In 1952 she became aware of a persistent sense 
of unsteadiness which was aggravated by quick movements of 
her head, and at the same time she had a dull pain behind 
the left ear. She consulted Mr. Henry Sharp in January, 1953, 
and because of her unsteady gait he at once referred her for 
neurological examination. She was found to have moderate 
perceptive deafness in the left ear, a reduced corneal reflex 
on the same side, normal trigeminal sensation, and a slightly 
unsteady gait. There was no facial weakness, no nystagmus, 
and no incoérdination of the limbs apart from her gait. ‘The 
right Achilles reflex was absent, solé relic of poliomyelitis at 
the age of 37. At a subsequent exarifination, which took place 
after she had listened attentively to a clinical discussion on 
eighth-nerve tumours, she was found to have reduced sensi- 
bility to touch and pimprick over the whole of the left side of 
the face and the left pinna ; this was judged to be functional 
in origin. 

Otological Examination (C. 8. Hallpike).—The tympanic 
membranes were normal, Whisper heard at 20 feet on the 
right, conversation voice at the left meatus. Air conduction 
was better than bone conduction on both sides. Absolute bone 
conduction was reduced on the left and there was incomplete 
recruitment on that side. The left caloric response was 
abolished. 

Other Investigations.—c.s.¥. normal (protein 40 mg.) ; W.R. 
negative. Radiography of skull and internal auditory meatuses 
normal. Ventriculogram normal in all respects. 
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Operation.—Craniotomy was decided upon because (a) gait 
was unsteady between attacks of vertigo, (6) the otological 
findings were consistent with a lesion of the eighth nerve, and 
(c) the left corneal reflex was diminished. An additional point, 
which may have been relevant but which was not discovered 
until after operation, was that she had had some perianal 
tags removed in 1949, and one of these had been proved to be 
a pedunculated neurofibroma. At operation (W. McK.) a 
decompression of the left half of the posterior fossa permitted 
the left cerebellar hemisphere to be elevated sufficiently to 
give a good view of the eighth nerve. On it there was a 
nodular tumour about 1 cm. in diameter, with its lateral pole 
just inside the internal auditory meatus and its medial edge 
just touching the pons. The eighth nerve was depressed by the 
nodule, and the facial nerve ran round its anterosuperior 
border. Complete removal presented no difficulties. The 
tumour was proved to be a neurolemmoma. 

Result.—For the first six weeks after operation there was 
slight weakness of the upper face, but this passed off. The 
corneal reflex remained depressed. There was no trigeminal 
sensory loss, but for almost a year she had a dull ache over 
the left side of the face. Hearing was improved by the opera- 
tion but tinnitus persisted. Gait gradually returned to normal, 
but she continued to feel off-balance if she moved her head 
quickly. Both this symptom and the dull pain in her face 
disappeared suddenly: while lifting a heavy weight ‘‘ some- 
thing went pop inside my head, and the pain went.” She 
has remained well since. 


Discussion 


There is ample evidence that something like 75% of all 
cases of acoustic neuroma have, as their first symptom, 
either deafness or tinnitus or vertigo, or a sense of dis- 
equilibrium short of vertigo (Cushing 1917, Olsen and 
Horrax 1944, Revilla 1947, Edwards and Paterson 1951). 
This figure would probably be higher were it not that 
many middle-aged people accept a moderate degree of 
deafness as something appropriate to their age, and so 
do not seek advice until more dramatic symptoms super- 
vene. The result is that most patients with acoustic 
neuroma remain under the care of otologists and physi- 
cians during the period when surgery offers the best 
chance of complete recovery, and they seldom reach the 
neurosurgeon until the tumour has grown large enough 
to involve nearby structures or cause a rise of intracranial 
pressure. The conventional textbook description of an 
acoustic neuroma is, as a rule, an account of a compara- 
tively large mass which can constitute a formidable 
surgical hazard. We believe that this situation can be 
improved if patients with aural symptoms are thoroughly 
examined, in particular by the special methods of 
otological investigation described below. This view is 
based on the cases reported here and on a comparable 
case reported by Kristensen (1953). It must be admitted, 
however, that the number of acoustic nerve lesions 
diagnosed by these arduous methods will be small, since 
the great majority of patients with these symptoms will 
be found to have Méniére’s disease or some other peri- 
pheral aural lesion (Cawthorne 1954). Moreover, oto- 
logical tests cannot do more than point to the eighth 
nerve as the probable site of the lesion ; they cannot by 
themselves prove that the lesion is a neuroma, but they 
can strongly support the diagnosis when taken in 
conjunction with the clinical findings. 

The clinical history is often suggestive. Deafness and 
tinnitus usually precede vertigo, but this sequence is also 
found in Méniére’s disease (Cawthorne 1954). Twitching 
of the face, and unsteadiness of gait without actual 
vertigo, are significant symptoms. Paresthesix of the 
face and early morning headaches are usually later in 
developing, but sometimes they are the first symptoms 
for which the patient seeks advice. The physical signs 
which are important for early diagnosis aré quickly and 
easily identified : perceptive deafness, reduction of the 
corneal reflex, facial weakness, and unsteadiness of gait 
and stance. Cerebellar ataxia and trigeminal sensory loss 
are later developments. The presence of neurofibroma- 
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tosis, which afforded an early clue in case |, is uncommon, 
but the association with acoustic neuroma—especia)ly 
bilateral neuromata—is well known. 

Radiological examination may reveal enlargement of 
the internal auditory meatus on the deaf side, as in case 2, 
but a normal meatus does not exclude a neuroma. 
Although in all our cases the C.s.F. was normal, it may 
contain excess protein, Clearly, routine methods of 
investigation cannot contribute much to early diagnosis, 
and we relied more on caloric tests and audiometry. The 
results of these tests, carried out by Mr. C. S. Hallpike, 
encouraged us to explore cases 1 and 3 earlier than was 
justified on the clinical findings alone ; in case 2 he found 
evidence of an eighth nerve iesion as well, but the 
enlarged meatus seen on radiography would by itself 
have justified surgical intervention. 

The caloric responses are usually either depressed or 
lost on the affected side in acoustic neuroma, but since 
this is also true of many cases of labyrinthine disease the 
test cannot distinguish between them. A normal response, 
however, is evidence against the presence of a neuroma. 
(Loss of caloric responses does not necessarily mean that 
the labyrinth or the vestibular nerve is “‘dead’’; it 
merely implies that this specialised stimulus is no longer 
effective.) 

Tuning-fork tests usually enable conduction deafness 
to be distinguished from perception or “‘ nerve ’’ deafness. 
In most cases of acoustic neuroma, air conduction is 
better than bone conduction if there is any hearing left, 
but occasionally Rinne’s test is negative, and the deafness 
is then often attributed incorrectly to disease of the 
middle ear. (The reason for the anomaly has been investi- 
gated by Dix and Hallpike 1950.) Mistakes can be 
avoided if Schwabach’s test is carried out as well, because 
a reduction of absolute bone conduction indicates per- 
ceptive deafness whatever the result of Rinne’s test. By 
these simple procedures it is easy to establish that the 
impairment of hearing is due to a lesion either of the 
cochlea or of the eighth nerve ; but they cannot distin- 
guish between the two. For this, the loudness balance 
test is needed (Fowler 1936, Dix, Hallpike, and Hood 
1949). It has been shown that in cochlear disease the 
impairment of hearing present at threshold diminishes as 
the intensity of the stimulus is increased, until a point 
is reached when the sound is heard equally well by both 
ears, or may even appear louder on the affected side. This 
phenomenon, known as recruitment (and over-recruit- 
ment) does not occur in eighth-nerve lesions, although in 
acoustic neuromata partial recruitment may occur. It 
was present in the three cases reported here, but dis- 
appeared after the tumours were removed, and it would 
seem possible that the tumour interferes with the internal 
auditory artery and its ven comites, and so produces 
temporary and reversible changes in the cochlea. What- 
ever the explanation, there is little doubt that the 
presence of full recruitment in a case of perceptive deaf- 
ness argues against the presence of an acoustic neuroma. 

The physical signs in our cases are of interest. The 
impairment of the corneal reflex in cases 2 and 3 cannot 
have been due to interference with the trigeminal sensory 
root, which the tumours were too small to reach, so it 
was probably caused by involvement of the facial nerve- 
an explanation which gains support from the observation 
that in case 2 there was twitching of the face before 
operation. Clearly, in acoustic neuromata depression of 
the corneal reflex is not necessarily proof of trigeminal 
involvement, although this doubtless occurs in the 
larger growths. The pain and deep tenderness in the 


face after operation in case 3 cannot be explained con- 
clusively, but the sudden disappearance of these symp- 
toms, as well as of her giddiness, after ‘‘ something 
went pop”’ in her head suggests that a postoperative arach- 
noidal cyst in the lateral recess was responsible. Whether 
the pain and tenderness were due to irritation of the 
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trigeminal root, or of the sensory fibres of the facial 
nerve, remains in doubt. 

The unsteadiness of gait, which in cases 2 and 3 
oceurred apart from attacks of vertigo, cannot have 
resulted from pressure on the cerebellum or pons, since 
the tumours were too small to interfere with these struc- 
tures or with their blood-supply. Presumably it was due 
to the effect of the tumour on the vestibular component 
of the eighth nerve, and it was in fact very similar to 
what is seen for a few days or weeks after therapeutic 
section of the vestibular nerve for Méniéres disease. It 
is reasonable to conclude that this labyrinthine factor 
may also contribute to the disequilibrium found in 
patients with the more advanced acoustic tumours, 
which would explain why the incoérdination observed 
in those patients is not always wholly consistent with a 
unilateral cerebellar disturbance. These inconsistencies 
were well described by Edwards and Paterson. In 
particular, some patients show cerebellar incoérdination 
of the limbs on the side of the tumour, yet deviate to 
the opposite side when walking—a phenomenon which 
may be explained by the combined effect of cerebellar 
involvement on one side and unopposed action of the 
contralateral labyrinth. Moreover, while unsteadiness of 
stance and gait without other evidence of cerebellar 
incoérdination can‘be due to damage to the midline 
floceulonodular lobe of the cerebellum, this is clearly not 
the explanation of such unsteadiness in patients with the 
smaller tumours. Finally, the fact that stance and gait 
became normal in cases 2 and 3 some weeks after opera- 
tion upholds this hypothesis of labyrinthine imbalance, 
for it is well known that patients can in time adapt 
surprisingly well to unilateral loss of labyrinthine 
function. 

Although most cases of acoustic neuroma have nystag- 
mus by the time they come to operation, its type and 
degree vary greatly from case to case, and even from 
day to day in the same case. Fortunately the tumour 
can be localised by more reliable signs. As we have 
noted, none of our cases had nystagmus before operation, 
but for some weeks after operation all presented a vesti- 
bular-type nystagmus to the right (i.e., contralateral to 
the tumour) presumably produced by mild surgical 
damage to the vestibular nerve. Similarly, involvement 
of the vestibular nerve may well be the explanation of 
the nystagmus seen preoperatively in patients with 
rapidly growing tumours. That is to say, nystagmus 
may be both cerebellar and vestibular in origin in large 
tumours, the variation from case to case depending on 
the extent to which each factor operates. 

In conclusion: the chances of a satisfactory outcome 
from operation on cases of acoustic neuroma are greatly 
increased by early diagnosis—i.e., when symptoms and 
signs are confined to disturbances of function of the 
eighth nerve. Usually the patient first seeks advice from 
an otologist, and unless the tumour has grown large 
enough to cause significant symptoms and signs the 
clinical picture at this stage may not greatly differ from 
that seen in the more common diseases of the cochlea, 
\ complete neurological examination, including caloric 
and audiometric testing, of all patients with perception 
deafness is hardly possible; but a careful history, and 
an examination restricted to gait, stance, and the fifth, 
seventh, and eighth cranial nerves, will usually suffice 
to pick out the cases which require full-scale otological 
investigation. 

Summary 

1. The postoperative mortality and morbidity in 
patients with acoustic neuromata are disappointingly 
igh, especially in view of the benign character and 
elative accessibility of most of these tumours. 

2. Three cases are described in which diagnosis was 

nade at a stage when only the seventh and eighth nerves 
vere involved by the growth. The tumours were removed 


in toto without | increasing the preoperative level of 
deafness and without causing facial paralysis. 

3. The diagnostic value of otological tests, especially 
the loudness balance test, is emphasised. 

4. Evidence is presented to show that depression of the 
corneal reflex in early cases is due to interference with the 
motor part of the reflex are in the facial nerve, and does 
not necessarily imply damage to the trigeminal sensory 
root. 

5. It is suggested that damage to the vestibular com- 
ponent of the eighth nerve can cause unsteadiness of 
stance and gait, and that these symptoms do not neces- 
sarily indicate interference with the cerebellum, though 
they may complicate the cerebellar ataxia seen in more 
advanced cases. 

6. The possibility of early diagnosis, at a stage when 
symptoms are confined to disturbances of eighth-nerve 
function, is emphasised. 
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THE USE OF CONTINUOUS 
INTRAVENOUS OXYTOCIN IN OBSTETRICS 


J. M. Hotmes 
M.D. Lond., M.R.C.O.G. 
OBSTETRIC REGISTRAR, auY’s HOSPITAL, LONDON 


THE oxytocic action of posterior pituitary extract was 
first observed by Dale in 1906, but the oxytocic factor 
was not isolated until 1928 (Kamm et al.). Meanwhiie 
Bell (1909) had advocated its use in clinical obstetrics, 
and Hofbauer (1911) had recommended it for uterine 
inertia. During the last forty years it has been applied 
in many different obstetrical conditions and circumstances 
and its use has been followed often by foetal death and 
occasionally by uterine rupture. As an agent for 
inducing labour and for stimulating the inert uterus, 
oxytocin has been severely criticised, and many believe 
that it has no place in practical midwifery. 

I have therefore tried- to assess the safety of intra- 
venous oxytocin given in high dilutions, which probably 
approximate to physiological levels, and to discover the 
conditiens which must obtain before administering 
oxytocin and the contra-indications to oxytocin therapy. 


Preliminary Investigation 


The response of the human uterus to oxytocin varies not 
only with the dose but also with the irritability of the uterus. 
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Membranes were ruptured artificially at 37 weeks because 
of rhesus incompatibility. Castor oil, hot bath, and enema 
produced painless contractions only. Oxytocin 1 unit 
produced very irregular contractions. 


partial uterine relaxation (fig. 2); or it may be optimal 
with normal intermittent uterine action (fig. 3) ; or there 
may be no response at all (fig. 4). When uterine tetanus 
was induced, the uterine response diminished as the 
level of circulating oxytocin fell (fig. 5). 

Oxytocin is often given in the dosage of 2 units at 
intervals of an hour, and in these circumstances the 
optimal response cannot be expected to last longer than 
20-30 minutes. During the remainder of the time 
between the doses the response may be less than, is 
needed or may be excessive, endangering the life of the 
foetus and initiating rupture of the uterus. 

The difficulty of maintaining the correct level of 
oxytocin for any particular uterus has been overcome 
by intravenous administration in high dilution—a method 
first used by Theobald et al. (1948). 


Method of Administration 
Alvarez and Caldeyro Bareia (1950) and Williams and 
Stallworthy (1952) have made important contributions 
to a clearer understanding of normal and abnormal 
uterine activity ; but their methods have necessitated 
the use of intra-amniotic tocographs, which are never 
free from the potential dangers of introducing infection 














OXYTOCIN 
O-l mi. 1.M. 
i i 4 i af. A A. i i iL 
S$ 10 1 20 28 30 3S 40 45 $0 
MINUTES 


Fig. 3—Normal labour induced by intramuscular oxytocin in primi- 
gravida at 42 weeks. 
Castor oil, hot bath, and enema failed to induce labour. 
Oxytocin 1 unit induced typical labour, which persisted and 
ended in spontaneous delivery of 9'/, Ib. infant. 





into the uterus, damaging uterine vessels, and exciting 
abnormal uterine action. An external Lérand tocograph, 
although not so accurate and more difficult of interpre- 
tation, is free from these disadvantages and helps to 
stabilise the uterine response to oxytocin. 

The patient is asked to empty her bladder, a vaginal 
examination is made to exclude major cephalopelvic 
disproportion and to assess the consistence and degree 
of dilatation of the cervix, and the patient is then made 
comfortable in the supine position. With a standard 
blood-giving set an intravenous drip of physiological 
saline solution (glucose tends to provoke venous throm- 
bosis) is set up, and every effort is made to avoid extra- 
venous infusion. If the arm is splinted and the splint 
is tied to the bed, this will reduce the possibility of the 
needle slipping or puncturing the opposite wall of the 
vein. The Lérand tocograph is firmly strapped to 
the abdomen with the recording button in the midline 
two inches above the umbilicus. A base-line recording, 
usually of no uterine response, is made for not less than 
10 minutes. The drip is stopped, 1 unit of oxytocin 
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(0-1 ml.), measured with a tuberculin syringe, is added 
to the 1 pint of saline solution, and the bottle is well 
shaken. The column of oxytocin-free saline solution 
between the bottle and the needle (average 250 drops) 
is allowed to run in, and the drip is then reduced to 10 
drops a minute. 

The uterine response is carefully noted and, if necessary, 
the rate of administration increased or reduced until 
intermittent uterine contractions lasting not longer than 
60-90 seconds and recurring every 4-6 minutes are 
obtained. This operation of stabilisation requires about 
20-30 minutes’ careful observation; but, once the 
desired response has been obtained, the same rate of 
administration can be continued throughout the whole 
of labour, and the patient may be left without the fear 
of excessive uterine activity developing. Sedatives are 
given in the usual manner ; and, if the patient is unduly 
apprehensive, chloral or a short-acting barbiturate may 
be given by mouth before the oxytocin drip is started. 
The fetal heart-rate is noted at short intervals through- 
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Fig. 4—No uterine response to intramuscular oxytocin 2 units in 
primigravida at 42 weeks. 


out labour, particularly during the initial period of 
stabilisation. 

The average case requires about 30 drops a minute, 
which is equivalent to oxytocin 0-20 units an hour, 
Some cases, particularly in early pregnancy, have needed 
as much as 10 units of oxytocin, whereas others have 
required as little as 0-05 units of oxytocin an hour. If it 
is necessary to use speeds greater than 60 drops a minute 
it is advisable to increase the concentration of pitocin 
in the bottle, and this will reduce the amount of saline 
solution given to a maximum of 2 pints in 24 hours. 

The average duration of the first stage after the oxy- 
tocin drip has been started has been 9!/, hours; but 
on one occasion it was as short as 45 minutes, and on 
several occasions the drip has been maintained for as 
long as 24 hours. 

During the second and third stages of labour the drip 
is slowed to half its original speed, so as to reduce the 
frequency of uterine contractions and the chances of 
maternal and fetal distress. After the spontaneous 
separation and expulsion of the placenta intramuscular 
ergometrine 0-5 mg. is given, and 5 minutes later the 
drip is stopped and the needle is removed from the arm. 

Women who require only small amounts of oxytocin 
—i.e., less than 0-05 unit an hour—can sometimes dispense 
with the drip once labour is thoroughly established and 
the cervix is dilated to at least 3 cm.; but many will 
go out of labour immediately the drip is stopped, and 
it has been found more practical to continue adminis. 
tration until the third stage of labour is complete. 
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tien of contractions as level of circulating oxytocin falls: A-—B, 
tetanus ; B-—C, irregularity ; C—D, normal labour ; D, labour stop; 
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Results 

The oxytocin drip has been used on 27 occasions and 
has led to a vaginal delivery in 24 cases. No fetus 
was lost after the drip was started, and there was no 
case of prolonged tetanic spasm or of uterine rupture. 

The indications for the 24 successful cases were as 
follows : 

Premature rupture of membranes, with drainage of liquor amnii 
for 1'/,-3 davs—5 cases. 

Essential hypertension and pre-eclamptic toxeemia—5 cases. 

Death in utero—4 cases. 

Carneous mole—1 ease. 

Unstable presentation—3 cases. 

Mild cephalopelvic disproportion—1 case. 

Mistaken diagnosis of concealed accidental hemorrhage, later 
proved to be a twisted ovarian cyst——1 case. 

Hypotonic uterine inertia—3 cases. 

Hypertonic uterine inertia (normally a contra-indication)—1 case. 

The indications for the 3 unsuccessful cases delivered 
by lower-segment cesarean section were as follows: 

Major cephalopelvic disproportion—1 case. 

Hypertonic uterine inertia with cervical achalasia—2 cases. 

Discussion 

Artificial rupture of the membranes is never free from 
the risk of introducing infection, especially with a death 
in utero. Liquor is permitted to drain away, and this 
may lead to uteroplacental insufficiency and foetal distress 
during labour. The onset of labour may be much delayed, 
the umbilical cord may prolapse, and a high presenting 
part may remain unstable. 

The oxytocin drip is free from these dangers, and, 
provided the technique described above is carefully 
followed, fatal death and uterine rupture need not be 
feared. Ferguson et al. (1952) have reported 2 cases of 
uterine rupture : in one of them oxytocin 3 units an hour 
produced an excessive response, and in the other (a case 
of hypertonic inertia) 0-5 unit an hour gave rise to ex- 
cessively powerful uterine contractions every 2 minutes. 
Both patients had received inadequate supervision. 
Contra-indications 

All forms of intravenous therapy require continuous 
supervision, and uncontrolled administration of oxytocin 
has its own special dangers which render it unsuitable 
for domiciliary obstetric practice. Oxytocin shouid 
never be used to hasten normal labour. 

The administration of oxytocin to women with hyper- 
tonic uterine inertia associated with distressing colicky 
pains and cervical achalasia is particularly liable to pro- 
mote uterine tetanus. It is this hypersensitive type of 
uterus which may either rupture or cause fetal anoxia 
when stimulated with oxytocin. This type of uterine 
activity is therefore an absolute contra-indication to 
oxytocin. 

Uterine contraction rings are rarely seen in labour of 
less than 48 hours’ duration, and their presence suggests 
an abnormal uterine reaction which would be only 
aggravated by oxytocin. Major cephalopelvic dispropor- 
tion at the level of the pelvic brim and an unfavourable 
outcome of trial of labour are contra-indications to 
intravenous oxytocin. 

Oxytocin should never be used in the presence of 
either foetal distress or placenta previa, and great caution 
should be exercised with breech presentation, twins, 
hydramnios, an elderly primigravida, and excessive 
multiparity. 

Indications 

The oxytocin drip may be used to promote labour at 
all stages of pregnancy, but has proved outstandingly 
useful in cases where the membranes have ruptured 
prematurely and in cases where surgical induction has 
failed. Because the dangers of intra-uterine infection 
and a “dry uterus’”’ are eliminated, it is very valuable 
where induction of labour is necessary in the presence 
of prematurity, death in utero, carneous mole, vaginal 
sepsis, and where the presenting part is not engaged in 
the pelvic brim. The presence of a relatively hard 
elongated cervix placed posterior to the fetal head is 
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usually of ill omen, and after artificial rupture of the 
membranes the onset of labour is often delayed and 
labour prolonged. A more satisfactory response can 
usually be obtained with an intravenous oxytocin drip, 

The oxytocin drip is invaluable in hypotonic uterine 
inertia with weak contractions and a soft pliable cervix. 
The degree of stimulation can be accurately controlled 
and normal labour easily established. 

There can be no doubt that continuous intravenous 
oxytocin is a powerful weapon in the hands of the careful 
obstetrician, and by its use many women can be spared 
&@ cwesarean-section scar and the risk of widespread 
pelvic sepsis. 

Summary 

A preliminary investigation emphasised the dangers 
and limitations of intramuscular oxytocin. 

A method of intravenous administration of oxytocin 
given in high dilution is described, and the results of 
27 cases are summarised. 

The advantages, indications, and potential dangers of 
intravenous oxytocin are discussed. 
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CONVULSION DEPENDENCE 


Haro.tp BouRNE 
M.B. Lond., D.P.M. 


JUNIOR HOSPITAL MEDICAL OFFICER, FOUNTAIN HOSPITAL, 
LONDON 


UNDESIRED results of medical treatment easily escape 
scrutiny ; and, though the phenomenon which I have 
styled ‘‘ convulsion dependence’’ is common, it has 
rarely been described. In my opinion it is of considerable 
significance, both clinical .and theoretical, while for 
efficient employment of convulsion therapy, it is essential 
to know about it. 

Convulsion dependence is that condition in which the 
patient needs regular convulsions in order to maintain 
social adaptation, either at a level normal for him, or 
partly impaired. It is encountered only in psychoses, 
being unknown otherwise, though the first withdrawal 
symptoms—such as anxiety, insomnia, or alcoholism— 
are not peculiarly psychotic in quality. The frequency 
with which convulsions are required is variable : in some 
cases, it is more than twice a week, but in others less 
than once a month. The condition may be: 

(a) Transient, in which case the patient relapses unless 
electroconvulsion therapy (E.C.T.) is continued at an adequate 
dosage for a short period after apparent recovery. 

(b) Protracted, in which case E.c.'T, is necessary for several 
weeks or months after recovery or improvement are apparently 
stabilised. 

(c) Persistent (chronic), in which case the patient remains 
dependent on £.c.T, at regular intervals indefinitely. 


I shall first discuss the clinical features of transient, 
protracted, and persistent convulsion dependence, and 
secondly indicate constant principles that emerge, 
governing E.c.T. technique whenever it is to be adminis- 
tered, and two main phases of the treatment that 
become recognisable.* 


* In a paper to be published elsewhere, I put forward from observa- 
tion of this and other syndromes, a possible explanation of the 
mode of action of convulsion therapy, which provides rational 
indications for its use, and offers clues to the biological nature 
of ego functions and of epilepsy. 
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Transient Convulsion Dependence 


Although transient convulsion dependence can be 
thought of as an example of the tendency of all inade- 
quately treated diseases to relapse, it is useful to 
distinguish it as something more since (a) cases form 
a series continuous with those described as protracted ; 
(b) it is unpredictable, being sometimes absent with 
treatment insufficient by any standard; and (c) most 
important of all, study of it shows that the frequency 
with which £.c.T. is given is as important as the total 
number of convulsions administered. It is not a matter 
of indifference—as much of the literature seems to imply — 
whether, for instance, a patient has £.c.T. twice a week 
or three times. 


Example 1.—Owing to mechanical breakdown, E.c.T. was 
reduced from thrice to twice weekly. Over a fortnight, 6 
schizophrenic soldiers on town parole, who had all seemingly 
recovered with a few treatments, slowly disintegrated. With 
resumption of thrice-weekly E.c.1., they revived at once, and 
a month or so later it was withdrawn uneventfully. Though 
suffering the same reduction of E.C.T., other patients were 
unaffected. 


Example 2.—A soldier of 20, in India, became suddenly 
muddled, restless, and hallucinated, needing special nursing. 
Twice-weekly E.c.T,, given five times, made him quieter, but 
any benefit had worn off when, after eleven weeks, he reached 
England, £&.c.T. was now administered on alternate days, 
and after three convulsions recovery was so impressive that, 
despite theoretical doubts, it was stopped after the sixth. 
All went well for a week ; then, over a few days, he broke down 
and returned to his padded room. Again, with £.c.T., came 
remarkable improvement; but this time E.c.T. was con- 
tinued, thrice weekly, for over a month, then twice weekly, 
before cautious withdrawal. He went home, and a year later 
was still quite well. 


Example 3.—A spinster of 30 became severely depressed, 
self-reproachful, unwilling to eat, and sluggish in speech, 
ideas, and movements. Rapid improvement followed twice- 
weekly convulsions and she was discharged after the fifth. 
Within a week, she relapsed and was readmitted, re-treated 
for three weeks, and again discharged. Another week later, 
she returned almost stuporose. As she now had persecutory 
thoughts and accusatory hallucinations, and had an unhealthy 
background, she was transferred to a chronic ward, Here, 
though she seemed again to remit quickly, £.c.T. was kept on 
thrice weekly for a month, and then warily withdrawn by 
degrees. There was no relapse and she was still well eighteen 
months later. 

Jarvie (1954) observed that of 25 depressives who 
recovered with £.c.T. and relapsed, 10 did so,within three 
months of discharge, and he attributes this to inadequate 
treatment of apparently recovered patients. Certainly, 
mild depressive illnesses may remit with very few 
E.C.T.8 ; but, especially with paranoid features, there is 
often an illusory phase of well-being during which the 
patient (and not rarely the doctor) sees no need for 
continuing treatment. If, after relapse and re-treatment, 
this sequence is allowed to recur, such patients may 
become E.c.T. ‘‘ failures,’’ be denied further E.c.T., and 
even subjected to leucotomy. In such cases the transient 
convulsion dependence has been missed. 


Protracted Convulsion Dependence 


Example 4.—A grammar-school headmaster, always hard- 
working, abstemious, and church-going, became suddenly, at 
61, sleepless and smitten with ideas that he had smallpox and 
venereal disease, had ruined his family, and was dead. With 
twice-weekly E.C.T., the illness rapidly resolved except for 
residual worrying, which was not convincingly related to 
realities. In error, he was discharged after only three weeks’ 
treatment, and a week later he was readmitted with total 
relapse. A colleague repeated the treatment, with the same 
benefit, for five weeks, and at weekends the patient went 
home, Then it was stopped, and gradually his illness regained 
momentum, until finally, the prognosis being “‘ too poor for 
leucotomy,’’ he was transferred to a ward of senile dements. 

At this stage, six months after first admission, muddled and 
lost, showing no emotion, though vaguely repeating that he 
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stank and had syphilis, making efforts, as clumsy as a small 
child’s, at the simplest manual construction, his condition 
indeed resembled a rapid dementia rather than the original 
diagnosis of depressive psychosis. However, the response to 
E.c.T. had indicated a convulsion-dependent tendency, 
justifying re-treatment, but this time with cautious with- 
drawal. 

The illness being now long-standing, convulsions were given 
thrice weekly until, except for side-effects of £.c.T., personality 
was restored ; then, after three weeks, it was reduced tenta- 
tively to once weekly. Over a month, there was nothing 
adverse, so, with outpatient treatment, further reductions 
were made to once in ten days, in twelve days, in fourteen 
days, in sixteen days, in twenty-eight days. Clinically, and 
in his family’s opinion, he kept perfectly well, and E.c.T. was 
withdrawn, though with misgivings, as a comparable case 
(example 5) had just relapsed a week after omitting a monthly 
E.C.T. But there was no relapse, and two years later he 
remained extremely well. 


It is interesting to contrast this patient’s planned 
course of E.C.T. which, covering some months, mostly as 
an outpatient, only amounted to twenty-one convulsions 
in all, with the patient Jarvie mentions who, during 
three years, relapsed and was readmitted to mental 
hospital seven times, receiving seven courses of E.C.T. 
with thirty-nine convulsions in all. 


Example 5.—-After prostatectomy, a business-man of 62 
became maniacal and approached exhaustion. He remitted 
with thrice-weekly E.c.1., refused treatment, and rapidly 
relapsed. He was re-treated and £.C.T. was successfully 
reduced to once weekly ; then, at home again, he would not 
continue and promptly relapsed. Once more he was treated 
and his symptoms abated. Now, sadder and wiser, he 
attended for outpatient E.c.T., with gradual reduction from 
weekly to monthly, until, being away at the seaside, he could 
not be bothered to return for his monthly E.c.r. A week 
later he needed readmission, and the whole weary process of 
re-treatment with slow withdrawal had to be repeated until 
convulsion dependence was whittled away. He was still well 
and at business two years later. 


Good examples of protracted convulsion dependence 
are contributed by Valentine (1949) in discussing 
intensive E.C.T. 


TECHNIQUE OF CONVULSION THERAPY IN THE LIGHT OF 
CONVULSION DEPENDENCE 


Such experiences, and others to be given, indicate that 
not only the total number of E.c.1.s in a course, but also 
their frequency, must vary widely with the individual 
case and during different stages of treatment. On other 
grounds, this has also been stated, or implied by Kerman 
(1947), Kino and Thorpe (1946), and Valentine (1949). 

Further, two main phases of convulsion therapy need 
to be recognised : (1) a dynamic phase, in which symp- 
toms diminish or disappear; and (2) a static phase of 
convulsion dependence, in which relapse is likely unless 
the treatment is continued. It is because these funda- 
mentals still lack general recognition, that there is so 
much divergence of opinion over E.c.T. For example, in 
early schizophrenia, in which transient or protracted 
convulsion dependence is common, poor results are 
obtained with the small courses used in this-eountry 
(Sargant and Slater 1947) and the mythical superiority 
of insulin (Bourne 1953) is entrenched. The favourable 
view comes from those recommending larger courses 
(e.g., Kalinowsky and Worthing 1943, Danziger and 
Kindwall 1946). In fact, larger courses do give better 
results, not through any virtue in some particular total 
number of convulsions, but simply because, taking longer 
to administer, they may by chance cover the phase of 
dependence. The same can be achieved by design, often 
with a smaller total dosage. 


Management of the Dynamic Phase 

Two principles stand out. Both demand experience, 
and exclude the customary relegation of convulsion 
therapy to novices. 
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1. The initial frequency is proportional to the gravity 
of the prognosis. It should never be decided by chance 
(see example 1) nor by the inflexible routines of many 
hospitals; and, except for the mildest depressive 
psychosis, and occasional elderly people, thrice weekly is 
the minimum. Also this principle indicates a place, in 
individual cases, for concentrated E.c.T., which otherwise, 
considered simply as a routine procedure, has become a 
subject of controversy (see example 9). 

2. This frequency is adjusted to sustain healing 
processes, as they develop, using as a guide the presence 
or absence of changes in the pattern of the illness being 
treated, and not the adventitious side-effects of E.c.T. 
These side-effects are transitory and can, usually, be 
ignored, though, to do this, it is essential to be able to 
differentiate them from symptoms which are an intrinsic 
part of the patient’s illness. 


Management of the Convulsion-dependent Phase 

One rule is absolute—never abruptly to stop or reduce 
E.C.T., nO matter how well the patient seems. Relapse 
is extremely probable if treatment be withdrawn so soon 
as remission, or an optimal level, is attained (Kalinowsky 
1943). Even in mild depressives it must be continued, at 
least briefly, beyond this, while in all other cases the 
possibility of convulsion dependence, transient or pro- 
tracted, is ever-present—and the worse the outlook the 
greater the possibility. Prognosis, in mental disorders, 
worsens with their duration; so it is safer to prevent 
relapses than to rely on curing them if they occur. Once 
they feel well, many patients refuse E.c.1T., and some do 
so repeatedly, leaving hospital prematurely only to need 
admission again soon after. The voluntary patient who 
fails to learn from such experience suffers more from the 
continued opportunity to injure himself by irrational 
refusal of adequate treatment than he would from any 
stigma of commitment under certification. Practitioners 
should realise that it is not in the patient’s best interest 
to arrange voluntary admission again if he has refused 
treatment and relapsed while in the convulsion-dependent 
phase, twice in rapid succession. 

As the examples show, the procedure for this phase is 
gradual withdrawal of £.c.1. in trial stages, with return 
to a higher frequency at the first signs of relapse; and 
these (e.g., uneasiness, insomnia, and impatience to 
leave hospital) can easily escape detection. 

Thus no course of convulsion therapy can be mechani- 
cally prescribed ahead, and each must be determined by 
individual differences and by day-to-day observation. 
Until this is widely understood, convulsion therapy will 
remain a field of disagreements and lost opportunities. 


Persistent Convulsion Dependence 

Convulsion dependence may on occasion become 
chronic and apparently irréversible, with relapse whenever 
the frequency of convulsions is reduced below a certain 
minimum. This happens sometimes with senile psychoses, 
though most commonly in others that have become 
stagnant. It also happens, though only rarely, with 
psychoses of recent onset. In time, with persistent 
convulsion dependence, despite regular E.c.7T., the illness 
may overtake the patient again; but this is unusual, 
except in the senile. Should relapse due to cessation of 
treatment occur, there is little tendency to spontaneous 
improvement, and often—perhaps always—response to 
re-treatment is less satisfactory ; alternatively, a higher 
frequency may be required. Nevertheless, the tendency to 
improve strikingly with §£.c.1., and to relapse when it is 
withdrawn, may be manifest over the years. Examples 
of persistent convulsion dependence are given to illustrate 
first, its features with different diseases, and secondly the 
access it provides to the prodromata of overt psychosis. 


IN SCHIZOPHRENIA 


That convulsion dependence is found at all with 
schizophrenia shows that convulsions, specifically, must 
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counter some of the main morbid processes—a certainty 
available for no other treatment. 

At the onset persistent convulsion dependence is rare, 
especially in young subjects. 

Example 6.—A housewife of 41, never ill before, suddenly 
had to be rushed to hospital, panicky, excited, and muddled. 
Voices said that her sister, who recently, after childbirth, had 
become insane, was dead, and that she herself was no longer 
fit to rear the baby. Hidden meanings lurked everywhere 
and she knew she must stink because her dress was pink. 
Over three weeks, she became inaccessible, was rambling 
endlessly, incontinent, and severely tiring herself and her 
nurses, 

Ever after, provided E.0,T. was not missed, she managed 
adequately, according to her husband, as housewife and 
mother. Whenever, during three years’ observation, E.C.T. 
was stopped, or merely reduced, even after months of seeming 
stability at home, the same disastrous disintegration would set 
in after a few days, and the threat to life by mounting exhaus- 
tion always compelled its resumption. Only at eighteen 
months, was it possible to reduce £.c.T. from twice to once 
weekly, and dependence was entirely unaffected by leucotomy 
at two years. - 


In recurrent attacks persistent convulsion dependence 
is more frequent. 


Example 7.—A former Naval officer with one schizophrenic 
breakdown at 21, became il] again six years later. He had 


- visions, postured and grimaced queerly, and was preoccupied 


with reincarnation. For two years, he was never to be trusted 
outside the ward unless he had £.¢.r. With weekly con- 
vulsions he seemed—except for a refusal to accept the serious- 
ness of his plight—remarkably normal ; but he would become 
erratic and alcoholic if this was reduced to fortnightly. A 
careful watch to identify the earliest traits manifest of 
psychosis was kept as the interval without E.c.T. grew longer. 
After eight days, a change in personality, perceptible only to 
a familiar observer, would appear; then over a few days 
more, undue anxiety over trifles and restless planning, until, 
at twelve days, he would be just a little muddled. 


Chronic illness.—Nearly every case of any duration, 
if it benefits at all from convulsions, shows persistent 
convulsion dependence, sooner or later. After a decade 
of stasis and dilapidation, the schizophrenic may, if 
maintained, be capable of some social life and occupation. 
Maintenance E.C.T. can convert much mental hospital 
work from meaningless custodianship to community 
organisation. Though far from the best known use of 
E.C.T., this is the most indispensable one; and indeed 
it happens also to be the sole instance of a therapeutic 
measure whose specific value in schizophrenia is above 
question. 

Example 8.—A Cypriot of 25, eighteen months after break- 
down, was transferred from a military to a civilian mental 
hospital-——blank, solitary, and periodically stuporose. With 
£.C.Tr for two months, he became a cheerful fellow, working 
in the bakery, until, without treatment, his old condition 
returned. He so recovered again, two months later, after only 
two E.C.T.8, that it was discontinued and he was placed in an 
unsupervised villa, only to relapse at once. 

Thus he remained for nine years—in the refractory ward, 
unkempt, laughing to himself, walled off, lashing out if 
approached, and, thrice, when unusually violent, receiving 
two to five E.c.t.s. Then, once more, he was submitted to 
E.C.T., this time an adequately maintained course. 

Vitality emerged remarkably. “He became very useful as a 
hospital bricklayer and he took to entertainments and dances. 
After seven months, he flew home to Cyprus, part of the way 
unescorted ; and there, without his fortnightly £.c.7., he 
relapsed. 





Example 9.—After sixteen years in hospital, mute and 
doubly incontinent throughout, lying hunched up or standing 
in one spot all day, a man of 32 was given E.c.T., at first thrice 
daily on alternate days. He was transformed: incontinence 
ceased, he would chat in an amiable if silly way, talk of his 
early life, and keep up with ward routines and a simple 
repetitive task. He was held at this level by twice-weekly 
maintenance, for with less he became sluggish and enuretic. 
Then after four months, for extraneous reasons, it was not 
given regularly and he relapsed into disorganisation. 
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Ruseaple | 10.—A girl of 19 had, eles a year in seats 
remained vacant and hallucinated. Then, with E.c.T., she 
greatly improved ; but whenever it was stopped she relapsed ; 
so after six months it was abandoned, and for the next year, 
she existed inert and incontinent. Again with £.c.T., she now 
became capable of life in an unsupervised ward, liking solitary 
walks and painting. Subsequently, during three years of 
observation, she always required twice-weekly convulsions, 
for, even after eighteen months like this, she would, in a few 
days, deteriorate into mutism and incontinence with less. 


Further illustrations are superfluous. They are 
available to anyone with an £.c.t. machine in a mental 
hospital. 

IN SENILE PSYCHOSES 

Senile psychotics, treated with convulsions, often do 
well at first. Gallinek (1947, 1948), who lays stress on 
maintenance treatment, records 36 cases with ‘only 1 
(a woman of 68) repeatedly relapsing without treatment. 
Recurrences may respond, but soon, usually, there is 
protracted or persistent convulsion dependence, or else 
no recovery. This opinion is consistent with the views of 
Delay (1946) and Stézl (1950) that in organic psychoses 
the likelihood of relapse after convulsion therapy varies 
with the degree and persistence of cerebral damage. 

Example 11.—A clergyman of 87 troubled everybody, for 
a year, with suspicions of being accused of immorality with 
his elderly housekeeper. He entered hospital, a listless, 
muddled old man. He had £.c.T., and to his children’s amaze- 
ment quickly came out of hospital, quite himself again, 
remaining very well for six months and taking services 
frequently. Then, a grand-daughter drowned herself, and he 
began to worry that this had turned people against him. 
He was readmitted, and, with further £.c.T., again improved 
and left hospital ; but this time it had to be maintained every 
three weeks, for he crumbled otherwise. 

Example 12.—-At 64, a man began to sense his home was 
bending and falling down. He was given £.c.'., remitted, and 
left hospital. Six months later he relapsed; and _ twice, 
during seven months, he improved with £.0.T, ; but after each 
course he disintegrated into restless euphoria with much need 
for sedation. A fourth course was now given and maintained 
by a convulsion every three weeks. If the interval was four 
weeks, he was not really well; he began to worry, to sleep 
badly, and to be unable to keep tidy without supervision. 
Though fit for the eight months observed, he had no home 
outside. 

IN EPILEPTICS 

Irritable or clouded states often precede epileptic fits, 
occasionally for days, and can be aborted with an induced 
convulsion (Kalinowsky 1949). But sometimes an 
epileptic develops a psychosis for which he needs pro- 
longed convulsion therapy in addition to any spontaneous 
fits, Caplan (1946) gave z.c.?. to epileptics, and among 
14 who were psychotic and without dementia, 9 improved 
greatly and 3 benefited. His main interest was the 
reduction observed in spontaneous fits, but his data show 
that, including E.C.T.s, all but one of these cases actually 
had more convulsions per month with treatment than 
without. After artificial fits were discontinued, spon- 
taneous ones gradually increased again, but the mental 
state deteriorated in advance of this. Logre (1949) 
observed a manic-depressive patient for twenty years. 
The attacks vanished when, after some years, she 
developed idiopathic epilepsy. When her fits were 
completely controlled, bouts of misery would return ; 
and she learned to avoid this by adjusting her medication 
to permit an occasional nocturnal convulsion. 


Example 13,——After ten years in a colony, a docile epileptic 
of 21 became terrified of retribution for childhood misdeeds 
and of hypnotism by a doctor across the Atlantic. He was 
observed with £.c.T., and, provided it was maintained weekly, 
these fears were in abeyance. With only fortnightly §.c.rT., 
he was also well, though subject—unless a spontaneous fit 
intervened—to inexplicable spells of agitation. Eventually 
it was found that by imserting an E.c.T. among spontaneous 
fits to ensure a convulsion every ten days at least, he could 
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be ieee at work and at peace. 


After eight months, E,c.T. 
was stopped and he deteriorated. 


TECHNIQUE OF THERAPY WITH PERSISTENT CONVULSION 
DEPENDENCE 

Maintenance therapy should be regular and at the 
longest interval compatible with the patient’s optimal 
level. 

It is not sufficient merely to supply one or a few 
convulsions on the first signs of relapse, as is often 
recommended for chronic schizophrenia (e.g., Moore 
1943, Kalinowsky and Hoch 1952). Besides being too 
inconspicuous to serve as a practical guide to the need for 
E.C.T., the periodic recrudescence of symptoms, however 
slight, does much to impede social rehabilitation. Inside 
hospitals, it can often be observed how the earliest 
symptoms dislocate the patient’s routine and his relation- 
ships with nursing and other staff, on whose tolerance and 
good will his rehabilitation so much depends; and 
commonly this happens before there are any clinical 
signs to suggest that more £.C.T. should be given. 


Summary 

Convulsion dependence is a common syndrome which 
has received little attention. It is the condition where 
regular convulsions, induced or spontaneous, are essential 
for mental health to be sustained, either at a normal 
level or at a subnormal one. Convulsions may be needed 
frequently or seldom. 

Transient, protracted, and persistent forms of convul- 
sion dependence occur; their features are described 
in turn. 

The phenomenon has important practical implications 
for convulsion therapy, and failures in treatment and 
suboptimal results can arise through ignorance of 


these. Dynamic and static phases of the treatment 
become distinguishable, and principles which are 


constantly applicable emerge for the mafiagement of each 
phase. 

Convulsion dependence has significant theoretical 
bearings as well. Thus its occurrence with certain diseases, 
such as schizophrenia, supplies clear evidence, not easily 
available otherwise, that these are specifically responsive 
to convulsion therapy. Conversely, its exclusive associa- 
tion with psychoses may provide further reason for 
doubting the value of the therapy in other disorders, 
such as neuroses. Also, it permits peculiar access to 
processes that are ordinarily very difficult to observe, in 
detail, clinically. Psychotic breakdown and recovery can 
be followed minutely and repeatedly in the convulsion- 
dependent subject who suffers withdrawal and readminis- 
tration of £.c.T., and the elusive prodromata of psychosis 
so become identifiable. This will assist, too, in detecting 
what action convulsion therapy has and hence in 
constructing a rationale for its use. 

I am indebted to Dr. Charles Rycroft, honorary librarian 
to the Institute of Psycho-Analysis, for generous criticism and 
help. 
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SALICYLATES IN RHEUMATIC FEVER 
DIFFICULTIES EXPERIENCED IN TREATING 
CHILDREN WITH LARGE DOSES 
K. 8S. Horr 


M.D. Rochester, M.B. Manc., M.R.C.P., D.C.H. 
TUTOR IN CHILD HEALTH, UNIVERSITY OF SHEFFIELD 


DuRING controlled investigations of the treatment of 
rheumatte fever (Illingworth et al. 1954, Holt et al. 1954) 
considerable difficulties were experienced in the use of 
large doses of salicylates. 


Material and Methods 


Between 1948 and June, 1954, 52 children, aged 4-14 
vears, received 58 courses of salicylate treatment, lasting 
between twenty-two and one hundred and ninety-six 
days. The initial daily dose of salicylate was gr. 1'/, (0-1 g.) 
per lb. of body-weight daily, and the dose was altered 
when necessary to achieve a serum-salicylate level of 
30-40 mg. per 100 ml. One child was given aspirin and 
sodium bicarbonate in equal amounts, but sodium sali- 
cylate was used for the other 57 courses of treatment. In 
37 courses of treatment with sodium salicylate the same 
amount of sodium bicarbonate was given ; in 12 courses 
cortisone was also given, and in 8 courses the sodium 
salicylate was given alone. The medicines were given 
four-hourly. The salicylate solutions, flavoured with a 
little raspberry syrup, were freshly prepared for each case 
in small quantities requiring renewal in a few days. 
Where sodium bicarbonate was given this was from a 


FREQUENCY OF ADJUSTMENT OF DOSE 
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Salicylate with bicarbonate 





61-7 mes | 28 
| 

0-14 

.| 36 | 585 \60 | 29 | 0-35 


separate bottle. These precautions were taken to prevent 
inaccuracy of dosage due to deterioration and precipita- 
tion of the salicylate (Parker 1948). As a further check 
the solutions were analysed occasionally to ensure that 
they contained the prescribed dose. 

The method of estimating salicylates was that described 
by Brodie et al. (1944), except that serum and not plasma 
was used, a substitution shown by Smull et al. (1944) 
to be satisfactory. Specimens of blood were taken two 
hours after the dose of salicylate. The first specimen was 
usually taken on the third day of treatment, for by then 
the blood-levels are probably stabilised (Coburn 1943). 
Thereafter levels were estimated weekly, and more 
often when thought necessary. 


Tolerance of Salicylate 


Only 2 children showed severe intolerance of the 
salicylates. As soon as the dose was swallowed, there 
were nausea, retching, and often vomiting : 


The first child could not tolerate sodium salicylate in doses 
of gr. 1 and more per lb, of body-weight ; nor was aspirin 
tolerated when a dose of gr. 8/, per Ib. was tried. ‘ Disprin ’ 
was tolerated in small doses, but the dose could be increased 
only gradually. This case was treated for fifty-two days, and 
not until the last eleven days were serum-salicylate levels 
higher than 30 mg. per 100 ml. attained. 

Sodium bicarbonate was given with sodium salicylate to 
the second child. This did not prevent the intolerance. The 
dose of salicylate was reduced and then slowly increased, but 
the child remained intolerant. Disprin was then tried ; and, 
although this was tolerated better than sodium salicylate, the 


dose were neces- 
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ren 6 could not be raised high eines to give the desired level. 
Throughout fifty-eight days’ treatment a level of 30 mg. per 
100 ml. was never reached. 


It is difficult to know whether in these 2 children the 
intolerance was due to psychological factors, to gastric 
irritability, to a 
combination of 
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ment with aspirin. 

172 alterations were made during the 55 courses of treat- 
ment with sodium salicylate. The accompanying table 
shows that the frequency of adjustments of dose was the 
same whether salicylate was given alone, with cortisone, 
or with bicarbonate—about once in seventeen days. 109 
alterations were increases in dose because of failure to 
reach the minimum level of 30 mg. per 100 ml. There 
were 63 reductions of dose, 35 because of excessively high 
levels on routine estimation, and 28 because of toxic 
symptoms. 

The pattern of these adjustments is shown in fig. 1. 
It is clearethat, when sodium bicarbonate was given with 
the salicylate, by far the greatest proportion of the 
adjustments was because of failure to attain the thera- 
peutic level. When salicylates were used alone or with 
cortisone, the adjustments were usually because of toxic 
symptems or excessively high serum levels. 
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Fig. 2—Serum-salicylate levels during periods of constant dosage. 
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In fig. 2 the serum-salicylate levels have been plotted 
for those periods in which the dose of salicylate was 
thought to be correct and was constant for three weeks 
or more. These figures show the wide fluctuations of 
serum-salicylate levels during constant dosage, a feature 
noted previously by Lawson (1944), Jager and Alway 
(1946), and Reid (1948). When the figures for cases 
treated with and without bicarbonate were combined it 
was found that in the first seven-week period about 1 
reading in 4 (53 in 225) was below 30 mg. per 100 ml. 
and about 1 in 11 (19 in 225) was above 40 mg. In those 
cases in which treatment continued for a second seven- 
week period, there were fewer observations below the 
therapeutic range: about 1 reading in 8 (4 in 31) being 
below 30 mg. per 100 ml. and | in 8 (4 in 31) above 
40 mg. per 100 ml. There was no tendency for an initial 
rise of the levels or for a subsequent fall. 

These observations do not correspond to those of 
other workers. Jager and Alway (1946) found that with 
constant large doses of salicylates there was a progressive 
rise of the plasma-salicy)ate eve) for the first two weeks, 
and that later the levels tended to fall, making it neces- 
sary in 18 of 26 patients to raise the dose by 10-50%. 
Reid (1948) found that after the peak plasma-salicylate 
levels had been attained the levels tended to fall. Parker 
(1948) remarked that patients who had received salicy- 
lates for long periods often showed only moderate 
plasma-salicylate levels despite a gradually increasing 
dose. 

Lawson (1944) and Taran and Jacobs (1945) suggested 
that four-hourly doses of sodium salicylate, calculated 
from a dosage 
of gr. 1"/, per 
lb. of body- 
weight per 
day, would 
give thera- 
peutic blood- 
levels. We 
did not find 
it quite 80 
simple. 
When salicy- 
late was used 
alone, or with 
cortisone, 
doses’ from 
gr. */, to gr. 
2%/, per lb. 
per day were 
used to reach 
the thera- 
peutic serum 
level. Once 
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was reached, 
enabling the 
dose to be continued unchanged for three weeks or more, a 
dose greater than gr. 1'/, per lb. per day was never needed, 
and often a smaller one sufficed (fig. 3). When bicarbonate 
and salicylate were given together, a greater range of 
doses was necessary in attempting to reach stable serum 
levels. Fig. 3 shows that the stable doses are much 
more varied when bicarbonate is used. 


salicylate levels for three weeks or more. 


Toxic Features 


22 of the 52 children showed toxic signs. There was 
no special age-distribution in these cases. Toxic features 
were seen less frequently in the children receiving bicar- 
bonate with the salicylate. 

Hyperpnea was the most common toxic sign, occurring 
30 times in 17 cases. On 18 occasions it was the sole 
feature, but on the other occasions it was associated with 
dizziness (five times), drowsiness and listlessness (four 
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times), nausea and vomiting (twice), and deafness (once). 
One got the impression that the children with hyperpnea 
were more labile emotionally than they had been, but 
this was a difficult factor to assess. The sernm-salicylate 
levels estimated on 11 of the 30 occasions when hyperpnea 
occurred were high: 36, 37, 37, 39, 41, 42, 46, 47, 52, 
54, and 54 mg. per 100 ml. This has been the experience 
of other workers : 

Lees (1903) said that, when salicylates were given to 
children, hyperpnoea was a sign of danger and necessitated 
the stopping of the drug. 

Barnett et al. (1942) reviewed 5 cases of salicylate intoxica 
tion and found hyperpneea to be an outstanding feature. 

Warren et al. (1946) wrote: ‘* The serious toxic reactions in 
our experience are always preceded by hyperpncea.”’ 

Jager and Alway (1946) found hyperpneea in 22 of 27 adults 


and in at least 5 of 11 children, and they considered it to be a 
dangerous sign. 


Graham and Parker (1948) found hyperpneea in 11 of 33 
patients with plasma-salicylate levels over 35 mg. per 100 ml. 

Tinnitus was complained of three times by 2 children 
and was the sole toxic feature at these times. Deafness 
occurred five times in 3 children ; on one occasion it was 
associated with hyperpnea, 1 child was deaf for a month 
while aspirin was being given, and on cessation of the 
drug the deafness cleared slowly but completely. During 
this period of deafness the serum-sa)icylate levels on 
eight occasions were 13-39 mg. per 100 ml. It is interest- 
ing that 1 child complained of tinnitus twice and of 
deafness three times, but never of the two together. 
During the 58 courses of treatment serum-salicylate 
levels over 40 mg. per 100 ml. were found 64 times, but 
at none of these times did the children complain of 
deafness or tinnitus, Except when the deafness was 
associated with hyperpnoa, the salicylates were con- 
tinued, but the symptom only persisted in one child. 
Tinnitus and deafness often occur together, but our 
experience suggested that they may occur independently. 
One was surprised that the children complained so little 
of tinnitus and deafness, because these are often com- 
plained of by adults given high doses of salicylates (Lees 
1903, Jager and Alway 1946, Manchester 1946, Warren et 
al. 1946). These workers agree that tinnitus and deafness 
are Not serious signs and do not call for alteration of dose. 

Urinary changes, hemorrhages, and skin lesions were 
not observed in the present series. 


Use of Sodium Bicarbonate 

The early writers on salicylates—e.g., Lees (1903) 
emphasised the need to give bicarbonate to allay gastric 
irritation and to minimise the “ acidosis *’ of which hyper- 
ventilation was thought to be a sign. Graham and 
Parker (1948) showed that hyperventilation was due to 
reflex stimulation of the respiratory centre, and that if it 
were allowed to continue it would lead to alkalosis. The 
hyperpnea is related to the height of the plasma-salicylate 
level, and sodium bicarbonate reduces its frequency by 
increasing the rate of urinary excretion of salicylate 
and thereby reducing the blood-salicylate level (Smull 
et al. 1944, Smith et al. 1946, Caravati and Cosgrove 1946, 
Lester et al. 1946, Parker 1948). Singer (1954) describes 
the complex biochemical disturbances associated with 
salicylate intoxication and shows that the first change 
is a primary CO, deficit produced by over-breathing. 

The observations in the present study suggest that 
sodium bicarbonate is unnecessary in salicylate treat- 
ment. In one of the two cases of severe intolerance to 
the salicylate bicarbonate did not help. With sodium 
bicarbonate it was much more difficult to attain thera- 
peutic serum-salicylate levels, and a much wider range of 
doses was necessary. 

Conclusions 


Children with rheumatic fever and receiving high doses 
of salicylate should be in a hospital where close observa- 
tion is possible, for the following reasons : 
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(1) Frequent adjustments of dose are necessary if thera- 
peutic serum-salicylate levels are to be maintained and toxic 
features avoided. 

(2) Laboratory facilities are essential for the estimation of 
serum-salicylate levels. 

(3) Hyperpneea is a common toxic sign in children, and 
skilled staff is necessary for its early recognition. 


It is felt to be unnecessary to use sodium bicarbonate 
with salicylate routinely ; but, when salicylate is used 
alone or with cortisone, it should be remembered that 
toxic effects and excessively high levels often occur 
without very large doses. The maintenance dose of sali- 
cylate in 20 courses of treatment was never more than 
gr. 1*/, per lb. of body-weight and was often less. 

The development of tinnitus or of deafness is not a 
reliable sign of intoxication in a child, because danger- 
ously high serum-salicylate levels were attained without 
any complaints of those symptoms. 


Summary 

The records of 52 children with rheumatic fever have 
been analysed. In al), 58 courses of treatment were 
given: 37 of sodium salicylate in high dosage with 
sodium bicarbonate, 12 of sodium salicylate in high 
dosage with cortisone, 8 of sodium salicylate in high 
dosage, and 1 of aspirin in high dosage with sodium 
bicarbonate. 

2 children could not tolerate the treatment. 

Frequent adjustments of dose had to be made to keep 
the serum-salicylate level between 30 and 40 mg. per 
100 ml. In 55 courses of treatment with sodium salicylate 
172 alterations of dosage had to be made. When bicar- 
bonate was used with the salicylate, failure to reach the 
minimum therapeutic level was common, but on the 
other therapeutic régimes toxic signs and excessively 
high levels were more troublesome. 


Hyperpnea was a common toxic sign and coincided 
with high serum-salicylate levels. Tinnitus was com- 
plained of by only 2 children and deafness by 3. There 
was neither tinnitus nor deafness in other children when 
the salicylate level was dangerously high. These symp- 
toms were useless as indications of adequacy of dosage. 

Sodium bicarbonate was thought to be unnecessary 
as an adjunct to salicylate treatment. 

Children who are given salicylates in high dosage 
should be in hospital. 


I feel it is a tribute to the members of the resident medical 
and nursing staffs who have cared for these children that, 
despite all the difficulties, the treatment has been carried 
through with success and without serious mishap. Miss E. 
Finch, M.sc., estimated the serum-salicylate levels. Dr. G. H. 
Jowett, Pu.D., gave valuable help with the statistical analysis 
of the data. I am grateful to Prof. R. S. Illingworth for 
suggesting this investigation and for helpful criticism. 
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SHWARTZMAN PHENOMENON IN FATAL 
INFANTILE DIARRHG@A DUE TO 
ESCHERICHIA COLI O-111, B4 


DonaLp G. McKay 
M.D. 


CAPTAIN, MEDICAL CORPS 


Grorcr H. Wa8zE, sun. 
M.D. 
lsT LIEUTENANT, MEDICAL CORPS 
From the Department of Pathology, 7071 A.S.U., U.S. Army 
Hospital, Fort Belvoir, Virginia 

In a recent epidemic of severe gastro-enteritis among 
neonatal infants at Fort Belvoir, Virginia, there were 
several deaths. The disease was characterised clinically 
by severe and prolonged diarrh@a, vomiting, fever, 
profound dehydration, acidosis, respiratory distress, 
vasomotor instability, paralytic ileus, foca) hemorrhages, 
shock, and occasionally convulsions, 

At necropsy the most constant naked-eye findings 
were dehydration, emaciation, occasional skin petechix, 
distension and dilation of the small bowel, diffuse con- 
gestion and a@dema of the gastro-intestina) mucosa, 
and small areas of hemorrhage and ulceration in the small 
and large intestines. Microscopically there was diffuse 
inflammation of the mucosa of the small and large intes- 
tine, with a tendency towards excessive production of 
mucus. The superficia) epithelium was missing in 
many areas, The connective tissue of the plicee was 
edematous and infiltrated with lymphocytes, plasma 
cells, macrophages, eosinophils, and polymorphonuclear 
neutrophils. In some places there were foci of hemor- 
rhage and necrosis. In these regions the capillaries of 
the mucosal plice were dilated and packed with red 
cells, and a few contained fibrin thrombi. The connective 
tissue was packed with extravasated red cells, and the 
glandular tissue was necrotic, with a complete loss of 
histologica] and cytologica) architecture (fig. 1). Atrophy 
of the thymic cortex was a constant feature. 

The outstanding pathological change, in most of the 
cases, was intravascular fibrin thrombosis of capillaries 
and prec&apillary arterioles in the \ungs, liver, brain, 
spleen, adrenals, and kidneys. fPerivascular infiltra- 
tions with polymorphs and macrophages as well as intra- 
vascular accumulations of these cells were prominent 
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Fig. 1—Section of small intestine showing hemorrhage, necrosis, and 
two dilated sub I vessels. (Haematoxylin and eosin. x 85.) 
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Fig. 2—Renal glomerulus showing fibrin thrombus in capillary loops. 
(Phosphotungstic acid and haematoxylin. x 350.) 


in the brain, spleen, and lung. The amount of thrombosis 
varied from case to case, but in the more severely affected 
kidneys every glomerular tuft was completely occluded 
by a fibrin thrombus (fig. 2). 

This renal lesion is identical with those in the kidneys 
of rabbits with the generalised Shwartzman reaction 
(Shwartzman 1937). Thomas (1952) has shown that 
deposits of fibrin in the kidneys are the precursors of 
bilateral renal cortical necrosis, which is the cardinal 
pathological feature of the generalised Shwartzman 
phenomenon. Another change found in the experi- 
mentally induced reaction in rabbits is hemorrhages 
in the lungs, liver, spleen, and gastro-intestinal tract. 
Zuelzer et al. (1951) reported bilateral renal cortical 
necrosis in 5 infants with severe diarrhea and dehydra- 
tion, and McKay et al. (1953) found similar lesions in 
some cases of bilateral cortical renal necrosis in pregnant 
women. Thus man is susceptible to the generalised 
Shwartzman reaction. 

Thomas (1952) called attention to the work of Sanarelli 
(1924), which seems particularly germane to the present 
cases of infantile diarrhea. Before the recognition of the 
Shwartzman reaction, Sanarelli infected rabbits with 
cholera bacilli and subsequently gave them injections 
of various gram-negative toxins ; this caused widespread 
hemorrhagic and necrotising lesions in many tissues, 
including the kidneys. The most striking lesions were 
observed in the walls of the gastro-intestinal tract, where 
the bacilli had predominantly lodged. Thomas says : 


“The work suggests, in retrospect, that a systemic bacterial 
infection not only prepared the animal for the generalised 
Shwartzman reaction but also produced an exaggeration of 
lesions in tissues for which the microorganism had a particular 


affinity.” 


Though the organism is different, the tissue reaction 
appears to be the same as in the infants with diarrhea. 
Many different organisms produce a toxin capable of 
eliciting this tissue response, and Escherichia coli is 
among them. In the past two years various serotypes of 
Esch. coli have been incriminated as the causal agents of 
epidemic diarrhea (Rogers and Koegler 1951, Ogawa 
and Ogawa 1953, Shanks and Studzinski 1952, Laurell 
et al. 1951, Smith 1953, Taylor and Charter 1952, Charter 
and Taylor 1952). 

Except for the difference of site, the areas of hzmor- 
rhagic necrosis in the small and large intestines of these 
infants correspond closely to the lesions described by 
Stetson (1952) in the intradermal localised Shwartzman 
reaction. This supports the idea that the small intestine 
is the portal of entry of the pathogenic material. 
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Conclusion 


In summary, these observations suggest that, whatever 
the xtiological agent of infantile diarrhea may be, it 
attacks the mucosa of the small intestine and allows 
Shwartzman active materials—whether from a specific 
micro-organism, from the bacteria of the intestinal 
flora, or from products of cellular necrosis—to gain 
access repeatedly to the blood-stream and thus to prepare 
and to provoke the local and generalised Shwartzman 
phenomena in these infants. As Cluff and Berthrong 
(1953) and Good and Thomas (1952) have shown that 
heparin can prevent both the local and the generalised 
Shwartzman reactions in animals, this agent may prove 
useful in infantile diarrhea at a stage before the onset 
of ulceration and hemorrhage from the intestinal tract. 
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In the past seven years a study has been made of 
the rate of healing of gastric ulcers. In an initial report 
data were presented to show that a faster rate of healing 
was obtained with treatment in bed as an inpatient than 
with ambulant treatment as an outpatient, but that 
no effect could be attributed to the routine administration 
of phenobarbitone or ascorbic acid (Doll and Pygott 
1952). Since the completion of this first trial, all patients 
with fresh gastric ulcers (that is to say, with ulcers which 
had never previously been diagnosed radiographically, 
gastroscopically, or at operation) have, with few excep- 
tions, been admitted to hospital for treatment by bed 
rest. While the patients have been in hospital the 
opportunity has been taken of trying the effect of several 
other treatments. The principle addition has been con- 
tinuous intragastric milk drip, and this is still being 
tested. The results now presented relate to the use of 
two subsidiary treatments: (1) a tissue extract, 
‘ Robaden ’ (Hubacher 1946); and (2) an “‘ anti-peptic- 
ulcer dietary factor’? found in cabbage juice (Cheney 
1950). A particular claim for robaden is that it will 
prevent relapses in outpatients on full diet, and its effect 
under these conditions has therefore been investigated 
in addition to the study on inpatients. 


Method 
On admission, all patients were put to bed and given 
a standard ‘“‘ basic ’’ gastric diet (a modification of the 
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no. 2 diet recommended by Avery Jones [1949]). In the 
course of the first week the barium-meal examination was 
repeated, gastroscopy was done, gastric secretion was 
examined by one or other type of test-meal, the feces 
were examined for occult blood, and the hemoglobin 
was estimated. At the end of a week the patient’s con- 
dition was assessed. Patients in whom the ulcer was 
healed or almost healed (area of niche in profile less than 
10 sq. mm.) or in whom operation was indicated on 
grounds of the severity of the symptoms or suspicion 
of malignancy, were excluded from the trial. The special 
method of treatment of the remainder was then deter- 
mined by opening one of a series of sealed envelopes 
which had been prepared independently by'a colleague 
and which contained, in random order, instructions to 
treat the patient with or without milk drip. Within 
both treatment groups the patients were further divided 
into subgroups of 4; and each member of a subgroup 
was allotated at random, in a similar way, one of four 
régimes: (1) robaden and cabbage juice; (2) robaden 
alone; (3) cabbage juice alone; (4) neither robaden 
nor cabbage juice. 

* Robaden pro ulcus ventriculi’ was given parenterally 
and by mouth; intramuscular injections of 1 ml. were 
given daily for the first twelve days and one tablet of 
the oral preparation was given three times a day every 
day until discharge from hospital. 

Cabbage juice was prepared daily by expression from 
fresh cabbages. Each patient was given | litre of the 
juice, in five equal doses, every day for the first three 
weeks. The amount of cabbage required per patient 
varied with the season from 6 to 16 lb. a day. The 
unpalatable taste was largely overcome by first cooling 
the juice to 4°C in the ward refrigerator. 

All patients were kept in bed for four weeks, and were 
allowed up only to wash and to go to the lavatory. The 
‘* basic’? diet was continued for three weeks; for the 
fourth week a ‘“‘ convalescent’’ gastric diet was sub- 
stituted. Alkaline powder (equal parts of magnesium 
and calcium tribasic phosphate) was given in 1 drachm 
doses, when requested by the patient for the relief of 
pain. Half the patients in each treatment group were 
given 6 pints of milk every twenty-four hours as a con- 
tinuous intragastric drip for two weeks, followed by 
2 pints of milk by drip throughout the night for a further 
period of ten days. 

Four weeks after the inpatient barium-meal examina- 
tion, the examination was repeated; the patient was 
then allowed up for four days, after which he was dis- 
charged from hospital. He was advised to return to 
work and to continue on the convalescent diet for a 
further two months, when he was again examined 
radiographically. During this period all the patients 
who had been given robaden in hospital (irrespective 
of whether they had also been given cabbage juice) 
continued to take the tablets three times daily. 

As far as possible the radiographic examinations were 
made by the same radiologist, and the radiographs were 
taken so as to show the maximum projection of the 
ulcer niche beyond the normal outline-of the stomach. 

Progress was assessed subjectively by the patient’s 
description of his symptoms, and objectively by measur- 
ing the size of the niche. The subjective assessment 
was recorded on a three-point scale according to the 
severity of symptoms during the period of observation : 
0, pain-free; 1, occasional pain or minor dyspeptic 
symptoms; 2, daily pain for as long as a week. Symp- 
toms in the initial week of investigation before the start 
of specific treatment were ignored. The objective assess- 
ment was made by outlining the niche in pencil on the 
radiograph, covering it with transparent graph-paper, 
and counting under a magnifying glass the number of 
squares 1 sq. mm. in area included within the pencilled 
outline. Ulcers were considered to be healed when no 
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niche was detectable radiographically ; the finding of 
convergent folds, or of an irregularity in the gastric 
outline without a niche, was taken to indicate scarring. 
Gastroscopy would certainly have shown incomplete 
epithelialisation in some so-called healed ulcers; but 
repeated gastroscopies were not considered justifiable 
and, since the same criteria were used throughout the 
investigation, the inaccuracy was not material for com- 
parative purposes. The extent of healing in a given 
period was determined by expressing the reduction in 
size of the niche as a percentage of its initial size. 

With this form of experimental design it is possible 
to assess the effects of the three forms of treatment on the 
same group of patients. The results obtained with robaden 
can be compared directly with the results obtained 
without robaden, since both groups are comparable in 
that a quarter of the patients in each received cabbage 
juice and milk drip, a quarter received cabbage juice 
alone, a quarter received milk drip alone, and a quarter 
received neither. Similarly the patients who received 
cabbage juice. can be compared with those who did not, 
and so can the patients who received milk-drip treatment. 
In the present investigation the results obtained with 
cabbage juice were so discouraging that its use was 
abandoned after 24 patients had been treated with the 
juice and 24 without it. A further 16 patients were 


‘included in the trial of robaden and were treated in the 


same way, save that atropine (dry extract of belladonna 
gr. 1/,) was given three times a day in pill form to the 
half who would otherwise have had cabbage juice. 
According to our previous experience (Doll and Pygott 
1952) the sex and age of the patient, the length of the 
history, and the persistence of pain until admission to 
hospital had little or no influence on the extent of healing 
obtained by one month’s treatment. Further experience 
has confirmed this impression. The proportion of ulcers 
in which complete healing has been obtained has been 
greater when the size of the ulcer was small; but an 
increase in the size of the ulcer has also been found more 
commonly in this group so that the average rate of 
healing has been little different from that in patients with 
large ulcers. In the absence of more certain knowledge 
of the clinical features which affect prognosis, the only 
precautions to ensure that the patients given the differ- 
ent treatments were comparable before treatment was 
started were the exclusion from the trial of patients who 
had been treated previously, and the allocation of the 
specified method of treatment for each patient at random. 


Cabbage Juice 


The use of cabbage juice in the treatment of both 
gastri¢ and duodenal ulcers has been recommended by 
Cheney (1950) on the grounds that it contains a factor— 
termed ‘‘ vitamin U ’’—which is capable of preventing 
the development of histamine-induced ulcers in guinea- 
pigs. This ‘‘ anti-peptic-ulcer dietary factor’ is present 
in several foodstuffs, but is found in greatest concen- 
tration in fresh cabbages ; it is destroyed by moderate 
heat and by storage. No controlled trial of the effect of 
the factor in man has been reported, but Cheney (1952) 
has recorded an astonishingly rapid rate of healing in a 
group of ulcer patients given a quart of cabbage juice 
daily, obtained from 4-5 lb. of fresh cabbage. The length 
of time the ulcer took to heal could be assessed in 17 
out of 25 treated gastric-ulcer patients. The time 
averaged fourteen days with a range of six to twenty-seven 
days. In 5 patients there was no reduction in the size 
of the crater after five to twenty-nine days, when other 
treatment was initiated or the progress of the ulcer was 
lost sight of; the remaining 3 patients were operated 
on promptly before being re-examined radiographically. 
Cheney (1952) compared these results with the much 
longer healing-times reported by other workers—forty- 
two days by Cummins et al. (1946), twenty-five days by 
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TABLE I—PATIENTS GIVEN CABBAGE JUICE AND CORRESPONDING 
CONTROL PATIENTS: RESULTS OF TREATMENT ASSESSED 
RADIOGRAPHICALLY 





No. of patients in whom 
niche was : 





| No. of | Less | 
Treatment patients a than | 
Healed | or more hints Larger 
| healed | healed 
One month. after start of treatment : 
Cabbage juice. 24 5 a ee, 7 
Control without cab- 
bage juice oh ae “ee fee fee ee: 2 
Three months after start of treatment : 
Cabbage juice. 24 5 6 8 { 5 
Control without cab- | 
bage juice .. os 24 | 9 | 6 | 6 3 





Pollard et al. (1947) for the 33 ulcers seen to heal out of 
84 treated, and forty-nine days* by Steigmann and 
Shulman (1952) for the 31 ulcers seen to heal out of 138 
treated. 

The results now obtained in 24 patients given cabbage 
juice and in 24 corresponding control patients not given 
cabbage juice are shown in tables I and u. Table 
shows the extent to which the ulcers had healed after 
one month’s inpatient treatment and two months later 
after the treatment had been stopped. The ulcer niche 
diminished in size by two-thirds or more during the 
month’s inpatient treatment in the same number of 
patients in each group (i.e., 11 out of 24). Table 1 
summarises the patients’ symptoms during the first 
month and during the second and third months. Whilst 
under treatment as inpatients 19 of the 24 patients on 
cabbage juice and 20 of the 24 control patients com- 
plained of no pain or of only occasional pain. The results 
are similar by either method of assessment and show no 


TABLE II—-PATIENTS GIVEN CABBAGE JUICE AND CORRE- 
SPONDING CONTROL PATIENTS: RESULTS OF TREATMENT 
ASSESSED SYMPTOMATICALLY 


’ 


No. of patients: 
ore SS 


i os | 


No. of | } r | With 
> y | . V | > 
Treatment | patients | pain. | bate daily 
| | free | sional | oe 4 
| pain longer 
During first month: ; . 
Cabbage juice .. ee 8 sf 5 
Jontrol without cabbage juice | 24 | 9 | 11 4 
During second and third months ;: 
Cabbage juice . Lae He 7 6 | 5 
Control without “cabbage juice i: ee 24 ag | ian 3 


| | 








appreciable difference between the two methods of 
treatment. Rather more of the ulcer niches became 
larger among the patients on cabbage juice (7 out of 24, 
against 2 out of 24 among the control patients) but the 
difference is not statistically significant. It is possible 
that the discrepancy between these results and Cheney’s 
arises from the use of insufficiently fresh cabbage (or of a 
different type of cabbage) in the present investigation. 
Alternatively it is suggested that Cheney’s patients were 
initially not suitable for comparison with the patients 
who were studied by the other workers. 


Robaden 


The effect of robaden (known on the Continent as 
robuden) has been the subject of many investigations 
during the past ten years. The material is a proprietary 
preparation of gastric and intestinal tissue extracts which 
has been found to protect pylorus-ligated rats against 
the development of gastric ulcers (Kiing 1952) and 








* Estimated from Steigmann and Shulman’s fig. 1. 
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guineapigs against the development of histamine-induced 
ulcers (Roulet 1949). The extracts are protein-free, and 
are therefore chemically distinct from enterogastrone. 
The results of treatment have usually been assessed by 
giving the preparation to peptic-ulcer patients, recording 
the proportions in whom the ulcers have healed, who have 
become free of pain, or who have remained free of 
recurrences, and by comparing the results with previous 
clinical impressions or with results recorded by other 
workers. With this method of investigation the results 
have invariably been considered good, irrespective of 
whether the treatment has been given in or out of hospital 
or of whether standard ulcer or full diets have been 
prescribed in addition (Berther 1944, Hemmeler 1944, 
Schmassmann 1944, Keiser 1945, Hubacher 1946, Kapp 
1946, Surkes 1947, Bellomo and Bologna 1947, Berga- 
mesco and Morelli 1948, Mamie 1948, Neumann 1948, 
Herzog 1949, Barfred 1950). Other investigators have 
compared the results obtained with robaden with those 


TABLE III—TREATMENT OF GASTRIC ULCER BY ROBADEN: 
RESULTS OF OTHER CONTROLLED TRIALS 





No. whose | 











a N f is ulcers No. with 
ae No. of | et pare sympto- 
Investigator | Treatment | | patients | ——- atic 
| graphically | SUccess 
‘Stolte (1950) * | Robaden | 23 | 11 (48%) | 18 (78%) 
|\No Robaden 24 ; 13 (54%) 19 (79 %) 
Evans (1954) t Robaden 13 10 (77 %) 7 ( 54% ) 
INo Robaden| 14 11 (79%) | 7 out of 12 


| 1 | | (58%) 





* Outpatients on full diet. Robaden compared with inert injections 
and tablets. Symptomatic success defined as symptom-free 
or much better after three months. 

t Inpatient followed by outpatient treatment. Robaden and diet 
compared with diet alone. Sy mptomatic success defined as 
becoming symptom-free and remaining free of serious relapse 
during follow-up (2 control patients inadequately followed). 





obtained in other patients treated concurrently without 
robaden, but apparently without ensuring that the 
groups were comparable in all other aspects: that is, 
without treating the patients similarly cpart from the 
use of robaden, or without laying down the same criteria 
for the selection of patients for the different treatment 
groups. Burghartz (1951), for example, has concluded 
that robaden and bed rest are more effective than bed 
rest alone ; and Zach (1953) has concluded that robaden 
given to outpatients is more effective than injections of 
saline. Pulver and Maier (1946), on the other hand, 
obtained results similar to those obtained with ‘ Laro- 
stidin ’ or with standard medical treatment ; and Bubb 
(1949) found no advantage in comparison with standard 
treatment which included diet and rather stricter bed 
rest. Fully controlled trials have been reported only 
by Stolte (1950) and by Evans (1954). The results, so 
far as they concern gastric-ulcer patients, are sum- 
marised in table 11 ; the results in duodenal-ulcer patients 


TABLE IV—-PATIENTS GIVEN ROBADEN AND CORRESPONDING 
CONTROL PATIENTS: RESULTS OF TREATMENT ASSESSED 











RADIOGRAPHICALLY 
No. of patients in whom 
| niche was : 
Treatment | patients | Two- | than | 
| Healed thirds | two- | Larger 
| or MOre! ¢hirds 
| | healed healed 
One month after start of Satie 3 
Robaden . 32 | 9 ff 4 0-4 4 
Control without 
robaden | 32 | 4 ON «86.24 6 
Three months after start tind treatment : 
Robaden 32 10 10 | oe ae 
Control without | | 
robaden | 32 | 9 a ea * oe 5 


| | 
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TABLE V-——-PATIENTS GIVEN ROBADEN AND CORRESPONDING 
CONTROL PATIENTS: RESULTS OF TREATMENT ASSESSED 
SYMPTOMATICALLY 





No. of patients : 


| ) 
No. of | With 





| 
| 
| 
| 





Treatment | patients | Pein. | With | daily 
| free | Occasional | pain for 
pain 1 wk or 
| longer 
First month : 
Robaden .. ed so) gh Pa ee 13 Wes 
Control without robaden.. | 32 | 13 | 12 | 7 
Second and third months : : 
Robaden .. - AS aa ee rae 5 | 5 
Control without robaden.. | 32 {| 12 | 15 5 


were similar. No beneficial effect was observed which 
could be attributed to robaden. 

The results now obtained in 32 inpatients given robaden 
and in 32 corresponding control patients not given robaden 
are shown in tables rv and v. Table rv shows the extent 
to which the ulcer had healed after one month’s inpatient 
treatment and after a subsequent two months’ out- 
patient treatment. After one month’s treatment rather 
more of the ulcers had healed among the patients on 
robaden than among the control patients (9 out of 32 
against 4 out of 32), but there was no corresponding 
advantage among the patients in whom healing was 
incomplete, and the proportions showing healing of two- 
thirds or more in one month were almost the same 
(robaden 18 out of 32, control 16 out of 32). After three 
months’ treatment the advantage was less evident. 
Results similar to those recorded after either period 
would be obtained by chance in at least three triuls out 
of ten if the two methods were in fact equally effective 
(after one month, y? = 3-11, n = 3,03 < P < 0-7; 
after three months, y? = .2-14,n = 3, 0-3 < P < 0-7). 

Table v summarises the patients’ symptoms during the 
first month and during the second and third months. 


TABLE VI—-OUTPATIENTS GIVEN ROBADEN AND CORRESPONDING 
CONTROL PATIENTS: RESULTS OF TREATMENT ASSESSED 
SYMPTOMATICALLY 




















No. of patients for whom 
year’s treatment was com- 
pleted and who complained, 
during - ar | nine ie. of 
months, of: patients Total 
Treatment ~ wceadhinicpsciael —— no. of 
| ‘reat: | patiente 
Bout of ment 
No Occa- pain of failed 
ain sional at least 
Pp pain 1 wk’s 
| | duration | 
Robaden. . 13 (28%) 113 (28%) | 10 (21%) | 11 (23%) | 47 (100%) 
| 
Control .. | 16 (33%) | 13 (27%) | 14 (29%)! 5 (10%) | 48 (99%) 
| | | 





The severity of the symptoms did not appear to be 
affected by robaden during the first month’s inpatient 
treatment. More of the patients on robaden were 
completely pain-free during the subsequent two months 
of outpatient treatment (22 out of 32 against 12 out of 32) 
and this difference is sufficiently great to be statistically 
significant (y2 = 6-97,n = 1, P < 0-01). There was, 
however, no difference between the numbers of patients 
in the two groups who suffered a distinct relapse. 


Ambulant Treatment with Robaden 

In view of the claim that robaden is of particular value 
in the prevention of relapse among outpatients on a full 
diet, the investigation was extended to assess the effect 
of robaden under these conditions and over a longer 
period. 100 outpatients, who had at some time been 
shown by barium-meal examination to have a gastric ulcer 
and who were attending the follow-up clinic, were 
selected for treatment, The patients were divided into 
four groups according to whether the most recent barium 
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meal had or had not shown the presence of an ulcer and 
whether pain had or had not occurred during the week 
previous to the patient’s selection for the trial. Within 
each group treatment with robaden or an inert tablet of 
similar appearance was allocated at random. The two 
preparations were provided by the manufacturers under 
the names of R, and R,, and the physician treating the 
patients did not know which was which. The numbers in 
each group at the start of treatment were as follows : 


Result of latest radiographic examination * 


Ulcer seen Ulcer not seen 
Treatment Pain No pain Pain No pain 
Robaden a 10 21 5 14 
Control .. +o 10 21 5 14 


*The most recent barium-meal examination had, in some cases, 
been made several months previously, and the state of the ulcer may 
have changed before treatment was begun. Such changes are 
unlikely to have seriously disturbed the initial equality between 
the groups. 

Patients who were pain-free at the start of treatment 
were advised to take one tablet of the oral preparation 
three times a day for the first ten days of each month. 


TABLE VII-—-OUTPATIENTS GIVEN ROBADEN AND CORRE- 
SPONDING CONTROL PATIENTS: RESULTS OF TREATMENT 
ASSESSED RADIOGRAPHICALLY 











No. of pat'ents in No. of No. of 
whom barium atients vatients 
jexamination showed:| P . Dé > Total 





no. of 
patients 


ee examined treat- 
radio- ment 
graphically | failed * 


| not |} in whom 


Ulcer Uleer_ | 
healed | present | 


Robaden = | 16 (34%) | 20 (43%) | 0 





} 11 (23%) | 47 (100%) 


Control .. | 17 (35%) | 24 (50%)) 2 (4%) 5 (10%) | 48 (99%) 








* These patients were either subjected to partial gastrectomy 
(robaden 5, control 4) or their ulcers remained unhealed. 


Patients who were having pain at the start of treatment 
were given daily injections of 1 ml. of the parenteral 
preparation (robaden or normal saline) for six days and 
were advised to take one tablet of the oral preparation 
three times a day for a month. Subsequently, when the 
bout of pain ceased, they were treated in the same way 
as the patients who had been free of pain initially. In 6 
patients (3 on robaden, 3 controls) the injections were 
omitted Because the symptoms were insufficiently severe 
to justify daily attendance at the hospital. 7 patients 
initially free of pain (3 on robaden, 4 controls) were sub- 
sequently given a course of injections for the treatment 
of a relapse. All patients were given an alkali powder 
to take as necessary for the relief of pain and were advised 
to take a normal diet-save only for avoiding fried food 
and ensuring that they had something to eat every three 
hours. Some, however, preferred to continue with the 
bland ulcer diet to which they had been accustomed. All 
were advised to remain at work if they were able. 

Treatment was continued for one year unless deemed 
to have failed earlier. Patients were seen quarterly or 
more often if required by their clinical condition. At the 
end of the year a repeat barium examination was made 
of the stomach. With the exception of 1 patient (on 
robaden) who committed suicide four months after the 
start of the trial, all the patients remained under observa- 
tion for the whole period ; 2 (both controls) failed, how- 
ever, to attend for their final radiographic and clinical 
examination and their final clinical state was assessed by 
correspondence. 

Treatment with robaden was stopped in 1 patient who 
developed dermatitis of the hands when taking the 
tablets. In 3 other patients (1 on robaden, 2 controls) 
treatment was stopped because the tablets appeared to 
bring on pain. The results obtained in the remaining 95 
patients are shown in tables vi and vi. Table vi shows 
the results assessed subjectively according to whether 
the patient had no pain, occasional pain, or one or more 
bouts of recurrent pain lasting at least a week, or whether 
the pain persisted so severely that other treatment had 
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to be instituted. In those patients who completed the 
full year’s course, the symptoms have been analysed only 
during the last nine months, so as to allow three months 
for the treatment to take effect. Judged by the severity 
of the patients’ symptoms, there was no significant 
difference in the efficacy of the two types of treatment. 
The treatment failed in more of the robaden patients 
than of the control patients (11 against 5), but more 
control patients suffered relapses of minor degrees of 
severity (14 against 10). The proportions complaining 
of no pain or of occasional pain during the last nine 
months of the treatment were practically the same in 
both groups. 

Table vit shows the results of treatment assessed 
objectively by radiography. The proportions in which 
the ulcers were shown to be healed were practically the 
same on both treatments. 2 control patients, however, 
were not examined radiographically. Neither patient 
had any pain for the last six months of the trial and 
neither had more than occasional pain for the three 
months before that; if, as is not unlikely, the ulcers 
had healed in one or both of these patients, the proportion 
of healed ulcers would be slightly (but not significantly) 
higher among the control patients. 

The number of patients given injections as well as 
oral treatment is too small for separate analysis in 
detail. The results were, however, broadly similar to 
those obtained for the whole series. The treatment had 
to be stopped because of persistent pain in a greater 
proportion of patients given robaden (7 out of 14 +) 
than of the control patients (3 out of 16), but there was 
little difference between the proportions who had no 
pain or only occasional pain during the last nine months 
of the trial (robaden 5 out of 14, control 7 out of 16) or 
between the proportions in whom radiography showed 
the ulcer to be healed (robaden 4 out of 14, control 4 
out of 14 plus 2 clinically cured patients not examined). 


Conclusion 

The results of the two trials now reported are in 
conformity with the earlier results of the controlled trials 
by Evans (1954) and by Stolte (1950). Neither when 
given to inpatients in conjunction with a standard 
ulcer diet, nor when given to outpatients on a liberal 
diet, was any appreciably greater healing obtained in 
comparison with that obtained when robaden was not 
given ; nor—with one exception—was there found to be 
any diminution of symptoms. The exception was that 
in the two months following discharge from hospital 
more of the patients who had been treated on robaden 
in hospital and who continued to take robaden tablets as 
outpatients were completely free of pain and fewer 
complained of occasional attacks of pain. The proportion 
who suffered a definite relapse was, however, the same as 
in the control group. Possibly the relative freedom from 
minor symptoms was an effect of suggestion since, in this 
part of the trial, the control patients were not given any 
special treatment by mouth and it is in the prevention of 
minor symptoms that suggestion is most likely to be 
effective. In the second trial in which all patients were 
given tablets of similar appearance, no difference was 
observed between the proportions complaining of minor 
symptoms. From consideration of all the evidence it 
seems reasonable to conclude that robaden has no 
beneficial effect in the treatment of patients with gastric 
ulcers. Summary 

The effect of Cheney’s “ anti-peptic-ulcer dietary 
factor ’’ on the healing of gastric ulcers has been assessed 
by comparing the results of giving 1 litre of cabbage juice 
daily to 24 inpatients with the results in a control group 
of 24 patients treated similarly but without cabbage 
juice. In 11 patients in each group the ulcer niche 
diminished in size by two-thirds or more in one month. 





t The 15th patient in this group died early in the trial. 
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The effect of ‘ Robaden ’ on the healing of gastric alcers 
has been assessed : (1) by comparing the results obtained 
in 32 inpatients given robaden with the results in a 
control group of 32 patients treated similarly but without 
robaden ; and (2) in 100 outpatients, observed over one 
year, half of whom were given robaden while the other 
half were given inert preparations of similar appearance. 

No definite effect of robaden was detected. The ulcer 
niche diminished in size by two-thirds or more in one 
month in 18 of the inpatients given robaden and in 16 
of the control patients. In the. outpatient trial the 
treatment failed in 11 patients on robaden and in 5 
control patients ; at the end of the trial the ulcer was 
healed radiographically in 16 and 17 patients respectively. 

The results conform with those described in two other 
published controlled trials, and it is concluded that 
robaden does not influence the healing of gastric ulcers. 


We are grateful to Dr. F. Avery Jones for his advice and 
for allowing us to treat patients referred to his clinic ; to the 
staff of the gastro-enterological and radiological departments, 
Central Middlesex Hospital, for practical help in the manage- 
ment of the cases and in the preparation of the cabbage 
juice ; and to Robapharm Ltd. for the supply of ‘ Robaden ’ 
and of the control material for use in the trial. 
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From the Department of Child Health, University of Glasgow, 
and the Royal Hospital for Sick Children 
DirFicuLty has been experienced in defining the cause 
of the transient arterial hypertension often present at 
the onset of acute hemorrhagic nephritis, and opinions 
vary about whether such hypertension is neurogenic or 
humoral in origin. Since the discovery of the renin- 


pressor mechanism (Tigerstedt and Bergman 1898) it has 
seemed likely that this pressor system might be respon- 
sible. Goldblatt (1940) noted that dogs in which 
ischemia of the kidney had been produced became hyper- 
tensive, presumably owing to the liberation of an excess 
of renin which acted on plasma-hypertensinogen so as 
to increase the production of hypertensin (usually referred 
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to as angiotonin 
in the U.S.A.). 
Dexter and 
Haynes (1944) 
showed indi- 
rectly that an 
excess of renin 
might bepresent 
in the plasma 
of patients with 
acute nephritis 
or with pre- 
eclamptic toxe- 
mia, since the 
activity of such 
plasma in pro- 
ducing angi- 
otonin from 
beef hyperten- 
sinogen was 
greater than 
normal, Never- 
theless demon- 
stration of an 
actual excess of human angiotonin in plasma has been 
difficult, and Wilson (1953) could instance no convincing 





Fig. |—Vasopressor resp in dib 





treated rat to ‘‘normal”’ plasma and to 
plasma from hypertensive patient with acute 
nephritis : A, 0:-4ml. of “normal ” plasma ; 
B, 0-4 mil. of plasma from hypertensive 
patient ; C, as B but after twelve hours’ 
incubation at 37°C. 


evidence that acute hypertension in man was humoral | 


in origin. 
Present Investigation 


In an attempt to study this problem systemic plasma 
from eight patients with hypertension in the early stages 
of acute glomerular nephritis was tested for the presence 
of pressor activity. No history or evidence of previous 
renal disease was obtained from any patient, and the 
diastclic blood-pressure exceeded 95 mm. Hg, and the 
systolic blood-pressure 125 mm. Hg, in each. Further 
samples of plasma were tested for pressor activity after 
the blood-pressure had returned to normal. Blood was 
taken off into heparin and centrifuged ; and the plasma 
was separated, chilled to 0°C, and posted to the laboratory. 
The pressor activity of the plasma was later assayed 
by its effect on the blood-pressure of the ‘ Dibenamine ’- 
treated rat estimated by the quantitative method for 
the assay of vasopressin modified for angiotonin (Dekanski 
1954). 

All the samples of plasma were treated with sodium 
thioglycollate to 0-01 M before the assay, except for one 
or two at the onset of the investigation. The standard 
solution used as a control was angiotonin (Eli Lilly, 
U.S.A.) 10 cat units per ml., which was used in various 
dilutions. 

Fig. 1 illustrates the pressor response obtained when 
various samples of plasma were injected: A, 0-4 ml. of 








Fig. 2—Quantitative esti ion of angiotonin-like activity of plasma 
from patient with renal hypertension : A, 0-2 cat unit of angiotonin ; 
B, 0-1 cat unit of angiotonin ; C, 0:32 mi. of plasma; D, 0-16 mil. 
of plasma; NS, physiological saline solution; P, 08 mil. saline 
solution ; TA, plasma (containing 53:2 cat units per 100 mi.) treated 
with thioglycollate ; TS, angiotonin treated with thioglycollate. 
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plasma from a healthy person (‘‘ normal’’ plasma) ; 
B, 0-4 ml. of plasma from a case of acute nephritis with 
hypertension; and C, the same plasma as B after 
incubation at 37°C for twelve hours. The response from 
A was no greater than that produced by physiological 
saline solution, but both B and C showed striking pressor 
activity, greater in the incubated sample. This affords 
a simple qualitative comparison of pressor activity, but 
quantitative estimation is obtained by measuring the 
pressor responses to groups of four injections. Each 
group comprises a large and a small dose of the standard 
solution and of the plasma to be tested. The large dose 
was usually twice the small dose, and in each group 
the order of the injections was altered and an interval of 
3-5 minutes elapsed between each injection. Fig. 2 
shows @ quantitative comparison of the pressor action 
of plasma from a hypertensive patient and from a 
standard angiotonin solution ; from such recordings the 
absolute pressor activity can be calculated (Dekanski 
1954). 

The vasopressor activity of the plasma calculated from 
these eight’ cases of acute nephritis with hypertension 
was 51-118 cat units per 100 ml. of plasma. Samples 
of ‘‘ normal ’’ plasma taken off under similar conditions 
contained less than 10 cat units of pressor activity per 
100 ml. The accompanying table compares the vaso- 
pressor activity of the plasma from the cases of acute 
nephritis during the hypertensive stage and after the 
blood-pressure had returned to normal. The values 


VASOPRESSOR ACTIVITY OF PLASMA EXPRESSED AS CAT UNITS 
(LILLY) PER 100 ML. 


Acute nephritis group Healthy children 


| 


Case | During After No | 

no hypertension recovery ve as | 
1 55 < 10 } 1 10 
2 | 61 < 10 | 2 < 10 
3 67 < 10 3 < 10 
eo 51 | < 10 eee, Slee OE? Ls 
5 | 56 < 10 5 | < 10 
6 118 < 10 6 < 10 
7 62 < 10 7 < 10 
8 57 < 10 8 | < 10 





Values “of less than 10 cat units per 100 ml. of plasma are not 
accurately measured by this method, and negative results are 
all recorded as < 10 cat units per 100 ml. 

The levels shown during hypertension are those of the first 
specimen of plasma taken after admission to hospital. 


obtained for eight samples of plasma from healthy 
controls are also included. Pressor values of less than 
10 cat units per 100 ml. are not measured accurately 
by this method. 

The time when the vasopressor activity of the plasma 
was greatest was in the acute stage of the illness and 
corresponded approximately to that period when hyper- 
tension existed. This synchronism, which is shown for 
four patients in fig. 3, may well be coincidental and each 
finding related to the onset of the nephritis. 

Fig. 4 shows the absence of detectable pressor activity 
in ‘‘ normal’? plasma from three controls. In a few 
cases, however, unexplained pressor activity was found 
in such plasma, making it essential to ensure the absence 
of vasopressor action in the plasma of hypertensive 
patients after recovery so as to provide control for 
experiments. 

Case-reports 

Case 1.—A boy, aged 10 years, was healthy until April 12, 
1953, when he complained of headaches, his eyes became 
‘“* puffy,’ and he vomited. On April 16 his urine contained 
blood, and early on April 17 he had severe headache and was 
admitted to hospital. 

On examination he was unconscious, with generalised 
twitchings of the limbs and slight edema. His blood-pressure 
was 175/130 mm. Hg, and the non-protein nitrogen content 
of the blood was 40 mg. per 100 ml His urine contained 
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many casts and red blood-cells and a consider- 
able quantity of albumin. The guaiac test 
was positive. 

Treatment and Outcome.—Venesection and 
lumbar puncture were done, and the blood- 
pressure fell to 110/70 mm. Hg in three days. 
The urine cleared and by May 10, 1953, con- 
tained no abnormality apart from a faint 
haze of albumin. The vasopressor activity of 
the plasma was tested at the time of vene- 
section and some months later when the boy 
had apparently recovered completely. 


Case 2.—A boy, aged 4 years 7 months, 
was well until May 24, 1953, when he com- 
plained of vague abdominal pain. His urine 
was dark on May 26, and he was admitted to 
hospital, 

On examination his tonsils were inflamed, his 
blood-pressure was 135/95 mm. Hg, and the 
non-protein nitrogen content of the blood 
was 40 mg. per 100 ml. There was no edema. 
His urine contained albumin, blood, and casts, 
and the guaiac test was positive. 

Course.—The blood-pressure fell to 105/65 mm. Hg on 
June I, 1953, and the urine rapidly returned to normal on 
June 19. The vasopressor activity of the plasma was tested 
on admission and on several occasions thereafter until Oct. 5, 
1953. Recovery was uneventful. 

Case 3.—A girl, aged 11, years was well until Aug. 7, 1953, 
when transient cedema of eyelids was noted. This persisted, 
and on Aug. 12 she vomited, her urine was dark, and she was 
admitted to hospital. 

On examination she had slight cedema and a small furuncle 
on her face. Her blood-pressure was 170/115 mm. Hg, and 
the non-protein nitrogen content of the blood was 29 mg. 
per 100 ml. Her urine contained albumin, casts, and many 
red cells, the guaiac test being positive. 

Course.—The blood-pressure fell to 90/50 mm. Hg on 
Aug. 20, 1953, and the urine rapidly cleared of blood and 
albumin; only a trace of albumin persisted to Sept. 23. 
The vasopressor activity of the plasma was estimated on 
admission and on discharge on Sept. 23, 1953. 
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Fig. 4—Absence of vasopressor activity in plasma from controls: AS, standard solution 
of angiotonin 2 cat units per mi. ; NSal, physiological saline solution ; P,, P., P,, 
samples of plasma taken from three controls and treated with thioglycollate. 


of injections recorded in mi. Diminution of response due to hamorrhage in 
heparinised animal. 


Volume 


Case 4.—A boy, aged 12!/,, had previously been admitted 
four times with hemophilia. He had otherwise been healthy 
until Sept. 1, 1953, when he developed tonsillitis. On Sept. 26 
he complained of abdomina) pain and vomiting, and his urine 
was dark. 

On examination on Oct. 5, 1953, he had slight cedema, but 
his throat was normal. His blood-pressure was 140/105 mm. 
Hg, and the blood non-protein nitrogen 31 mg. per 100 ml. 
His urine contained albumin, blood, and many casts. 

Course.—The blood-pressure fell to 110/70 mm. Hg on 
Oct. 21, 1953, and the urine rapidly cleared. By Qct. 31, 
1953, no abnormality except a haze of albumin was detected. 
Plasma was removed on admission and on various occasions 
after recovery for estimation of vasopressor activity. 

Case 5.—A girl, aged 7 years 9 months, was well until 
Sept. 20, 1953, when she developed otitis media with a 
purulent discharge. On Sept. 27 she developed headache 
and abdominal pain, and on Sept. 29 she passed brown urine. 
She was admitted next day. 




















w 200 On examination she had slight cedema, and 
My Panay Case 4 a purulent discharge poured from her right 
> ear-drum, which had perforated; § hemo- 
Cs, 150 lytic streptococci were cultured from this 
eS SYSTOLIC discharge. Her blood-pressure was 170/110 
r § 100 mm. Hg, and the non-protein nitrogen con- 
g~ tent of the blood was 52 mg. per 100 ml. Her 
z urine contained albumin, blood, and many 
50 DIASTOLIC casts, the guaiac test being positive. 
80 Treatment and Course.—Penicillin and 
: terramycin cleared the otitis rapidly, and the 
R ® 60 blood-pressure fe)) to 95/50 mm. Hg on Oct. 9, 
NN 1953. By Nov. 5 the urine was normal apart 
S8 40 Vasopressor from a haze of albumin. Recovery was 
Ss g yleld uneventful. Specimens of plasma were taken 
20 on admission and several occasions thereafter 
sy o “iare™ L l Fi l l lL L , } See ee SR until discharge on Nov. 6, 1953. 
S Case § Case 6 Case 6.—A boy, aged 9 years, throve until 
8 0 Nov. 5, 1953, when his ankles became swollen ; 
Pe 2 he vomited, and next day his face was swollen. 
Ve SYSTOLIC He was admitted to hospital on Nov, 12. 
gs& 100 , Oe rea had —_ ae and 
8 eniarged tonsils. ‘ercussion of the lung bases 
~~ ‘ : : 
Q 4 revealed impaired resonance, and radio- 
hae DIASTOLIC e graphy BBoer- nse the presence of a small 
4 pleural transudate and engorged pulmonary 
¥ 100 4 vessels. The blood-pressure was 140/100 mm, 
9 Hg, and the blood-urea level 100 mg. per 100 
SY] 80 { mi, The urine contained albumin, red cells, and 
5 + many casts, and the guaiac test was positive. 
&% 60 Course.—The oedema and _ hypertension 
Y { resolved, and by Nov. 26, 1953, the blood- 
= 40 + pressure was 110/60 mm. Hg. By Dec. 27, 
S Vasopressor the only abnormality in the urine was a trace 
= 20 yield : of albumin, which persisted until April 8, 
tad 1954. Plasma was removed on admission 
Q 4 ry 12 6 20 24 28 32 4 ry 2 7 20 24 25 3: and on several occasions thereafter for 


DAYS AFTER ADMISSION 
Fig. 3-—-Vasopressor 
venepuncture. 


activity of plasma and blood-pressure of patient at time of 


estimation of vasopressor activity. 


Case 7.—A girl, aged 7 years, was well 
until June, 1953, when she had an attack of 
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chorea, On Feb. 11, 1954, her face was “ puffy ’’ and she had 


pains in the loins and passed brown urine. She was admitted 
to hospital on Feb. 15. 


On examination there was no inflammation of throat, but 


slight pitting edema was noted; § hemolytic streptococci 
were cultured from a swab of the pharynx. The blood- 
pressure was 160/95 mm. Hg, and the non-protein nitrogen 
of the blood 42 mg. per 100 ml. The urine contained albumin, 
red cells, and many casts, the guaiac test being positive. 

Course.—By Feb. 21, 1954, the blood-pressure had fallen 
to 110/60 mm. Hg, and on March 20 the urine contained no 
albumin. Plasma was removed on admission and at various 
times until March 22 for assay of vasopressor activity. 

Case 8.—A boy, aged 7 years, was well until Oct. 20, 1953, 
when he had an upper respiratory infection. On Nov. 13 
his face became “ puffy,” and he had a headache and vomited. 
His urine was scanty and dark, and he had anorexia. On 


Nov. 17 the headache became severe and the boy was admitted 
to hospital. 


On examination he had slight edema. His blood-pressure 
was 150/100 mm. Hg, and the non-protein nitrogen content 
of the blood was 79 mg. per 100 ml. His urine contained 
albumin, casts, and red cells. 

Course.—His blood-pressure fell to 105/50 mm. Hg on 
Nov. 26, 1953, and his urine rapidly cleared of all but a haze 
of albumin. He remained well, and samples of plasma were 
obtained at the time of admission and after recovery for the 
assay of vasopressor activity. 


Discussion 


There seems to be little doubt that plasma from the 
systemic veins of patients during the hypertensive stage 
of acute hemorrhagic nephritis Contains a pressor factor 
which may be quantitatively assayed against angiotonin. 

The pressor activity of these samples of plasma is not 
due to adrenaline, noradrenaline, iso-amylamine, tyra- 
mine, piperidine, or nicotine, since the actions of these 
substances are blocked by dibenamine (Dekanski 1951) ; 
nor is it due to pituitary vasopressin, since it survived 
treatment with 0-01 M sodium thioglycollate, which 
inactivates vasopressin (van Dyke et al. 1942). Other 
vasopressor factors which occur in fresh plasma are the 
vasotonins, of which the most important is serotonin 
(5-hydroxytryptamine) (Rapport et al. 1948, Rapport 
1949); but this exerts a depressor effect in the rat 
treated with dibenamine and would conseguently tend 
to mask vasopressor activity rather than to produce it 
(Dekanski 1954). 

The action of this unknown pressor factor from plasma 
on the blood-pressure of the dibenamised rat was com- 
pared to angiotonin (hypertensin) and appeared to be 
similar in pattern and duration. Both produced a response 
altering in a linear fashion with log-dose; neither of 
them produces tachyphylaxis, and neither is destroyed 
by 0-01 M sodium thioglycollate. 

We therefore suggest that this pressor substance in 
plasma is an angiotonin-like substance and may possibly 
be angiotonin itself. The vasopressor activity is largely 
produced in vitro after extraction from the patient, and 
this point was illustrated as follows : 


Plasma taken during the hypertensive stage of acute 
nephritis was chilled within a few minutes of removal, and 
0-01 M sodium thioglycollate was added. Half the plasma 
was kept at 15°C and the remainder at 37°C for twelve hours, 
after which the vasopressor potency of each was separately 
assayed. Fig. 1 shows that, although vasopressor potency 
was present in each specimen, it was greater when the plasma 
was kept at body-temperature. 

This property of acquiring vasopressor activity when 
retained at 37°C for a long time is possessed also by 
‘‘normal’’ plasma. It seems that, by a fortunate 
chance, the procedure of chilling the plasma and then 
raising it to room-temperature for the period of 
transit in the post (which we adopted) differentiated the 
greater ease with which such vasopressor activity is 
acquired by plasma from hypertensive nephritics com- 
pared with “ normal ’’ plasma. 
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_ JPecheme the plasma of aah, peblegia.! in which the 
levels of hypertensinogen and of hypertensinase are nor- 
mal (Haynes and Dexter 1945a and b), contains an excess 
of renin which produces hypertensin (angiotonin) more 
rapidly than it is produced in ‘‘ normal ”’ plasma. 

This investigation appears to indicate that plasma 
taken from patients during the early hypertensive phase 
of acute nephritis develops vasopressor potency more 
readily than does plasma from healthy children. Although 
this property might be due to an excess of renin being 
present, producing an excess of angiotonin, there is 
nothing in the present work to exclude the formation 
of some unidentified vasopressor factor possessing 
properties similar to those of angiotonin. We hope to 
extract the factor and to assay the effect of hyper- 
tensinase on its potency. Perhaps fhe incubation of 
plasma for a standard period will best demonstrate 
increased vasopressor potential in the plasma of patients 
with acute nephritis and other renai lesions, such as 
pre-eclamptic toxemia. 


Summary 


The presence of increased vasopressor activity in 
systemic venous blood from patients with acute nephritis 
during the hypertensive phase has been demonstrated 
and its significance discussed. 

This activity resembles that of hypertensin (angiotonin) 
and may be due to an excess of this substance caused 
by an increased lével of renin in the plasma. 


We are grateful to Dr. O. M, Helmer, of Eli Lilly & Co., 
whose generosity in sending us ‘ Solution Angiotonin’ made 
the quantitative assay possible; Prof. Stanley Graham for 


his help and advice; and Dr. J. H. Hutchison for access 
to his cases. Messrs. Smith, Kline & French provided us 
with dibenamine, which is in short supply. 
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CARDIAC MASSAGE 
A NEW APPROACH 


e L. Neri 1). Lang STEVENSON 
F.R.C.S. F.R.C.S.E. 


SURGICAL REGISTRAR CONSULTING SURGEON 
WHIPPS CROSS HOSPITAL, LONDON 


Ir goes without saying that every second lost between 
cessation of the heart-beat and cardiac massage makes 
uncomplicated recovery less likely. Of first importance, 
therefore, is an adequate surgical approach, achieved as 
quickly and simply as possible. Next in importance is 
that access to the heart should be obtained by the safest 
and least traumatic route, and that thereafter the thoracic 
cavity should be closed easily and expeditiously. We 
have found that the technique described here meets these 
criteria. 

Technique 

If the upper abdomen is not already open, a midline 

incision is made through the linea alba. The xiphoid 


process is then split up the middle with the knife. An 
opening results in the peritoneum and retroperitoneal 
fascia attached to the back of this structure. The tip 
of the right index finger seeks this opening and keeping 
close contact with the back of the sternum pushes 
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upwards and slightly to the left. In this way, the ‘Sia 
finds and follows a fascial plane until it is above the level 
of the diaphragm, when it is in a position of mechanical 
advantage for accomplishing the next step. The finger 
is now moved forcibly to the left, opening the left pleura 
and sweeping off the muscular slips of the diaphragm 
from their costal attachments, until the whole hand can 
be introduced into the chest. The heart can then be 
grasped easily within ten seconds from the time the 
skin incision is made. The chest cavity is closed by 
sewing up the opening with three or four interrupted 
sutures, attaching the peritoneum to the costal margin. 
The fully expanded lung under positive pressure is out of 
danger since it does not reach to the site of the sewing. 


Anatomy 

Reference to the anatomy helps in understanding the 
mancuvre. The two muscular slips of the diaphragm 
and the fascial septum between the thoracic and 
abdominal cavities are attached much nearer the tip of 
the back of the xiphoid process than is commonly 
realised. Splitting the lower part of the cartilaginous 
process is a quick and certain way of making an opening 
in the peritoneum and fascia lying between these two 
points of muscle origin. The fascial plane thus reached 
allows the advancing finger to reach immediately the 
areolar tissue space at the most inferior recess of the 
anterior mediastinum. This space is bounded below by 
the fascial and muscular attachment; above by the 
continuation of the anterior mediastinum ; to the right 
by the right pleura which extends practically to the mid- 
line; to the left by the left pleura which is reflected 
quite an appreciable distance short of the midline ; 
behind by the pericardium which is attached to the 
breast-bone by loose areolar tissue ; and in front by the 
xiphisternum. When the finger pushes upwards and to 
the left the fibrous pericardium peels easily off the 
sternum. The delicate left pleura is opened almost as 
soon as the finger starts to move to the left since it is 
firmly attached to the periphery of the diaphragm by the 
phrenico-pleural fascia. The muscular slips of the 
diaphragm which interdigitate with the transversus 
abdominis are easily detached if the finger is pressed 
against their costal points of origin, while the internal 
mammary vessels are protected by the transverse thoracic 
muscle. This approach is through practically avascular 
planes. 


Other Methods 

Other approaches in use have their disadvantages. 
Manipulation through the intact diaphragm, although 
sometimes successful, is, in the adult, really inadequate 
for this most serious of all emergencies. Making a hole 
in whatever part of the diaphragm can be reached may be 
fraught with danger, and repair may be difficult. Intercostal 
or transcostal incisions are operations in themselves and 
without considerable retraction do not give freedom of 
movement to the surgeon. In short, none of these 
routes meet the requirements so well as the technique 
we have described, particularly if the upper abdomen is 
already open. 


og 

. It is possible very early in their lives to divide human 
beings into two groups which will find one another’s processes 
of thought increasingly difficult to follow as time goes by. 
There are those who understand the world and all that is in 
it primarily through sensory images charged with an intense 
though not always definable meaning ; and those who grasp 
experience through generalisations, abstractions and statistical 
formule. . . . Philosophers, theologians, historians, doctors, 


even administrators, may belong to either group, but will 
tend, within it, to disagree with those of the opposite tem- 
perament, especially over words, which the first sort use as 
signposts to significance while the second tend to regard and 
employ them as if they were tins containing an exact amount 
of a specific commodity guaranteed by the State to be 
sterilised.” —Times Literary Supplement, Nov. 26, 1954, p. 764. 
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Tue predominant features of the nephrotic syndrome 
are persistent cedema and hypoproteinemia, which 
result from heavy loss of protein in the urine. In some 
patients with this syndrome the persistence of red cells 
in the urine and of hypertension leads to a firm diagnosis 
of subacute nephritis. The condition usually progresses 
to death from renal failure within a few months or years 
(Rennie 1947, Davson and Platt 1949). 

In many cases of the nephrotic syndrome the xtiology 
is obscure. We believe that in some instances it may be 
caused by interference with venous return from the 
kidney either by thrombosis of the renal veins or by 
greatly raised venous blood-pressure, as in constrictive 
pericarditis. In animals partial obstruction of the inferior 
vena cava proximal to the renal veins, or of the renal 
veins themselves, leads to a rise of pressure in the renal 
veins and to persistent proteinuria (Rowntree et al. 1913). 
Similar proteinuria has been observed after thrombosis 
of the inferior vena cava or of the renal veins in man 
(Shattock 1913, Heilmeyer and Lippross 1936, Derow 
et al. 1939, Moschcowitz 1948, Bell 1950, Jiménez Diaz 
1950). The literature of the condition in man was fully 
reviewed by Derow et al. (1939) in reporting what they 
claimed as a unique case of thrombosis of the renal veins 
and inferior vena cava associated with the nephrotic 
syndrome. 

We describe here two cases of renal-vein thrombosis, 
and one case of constrictive pericarditis, in which the 
patients had proteinuria possibly attributable to reduction 
in the venous blood-flow from the kidney. 


TABLE I—CHANGES IN SERUM-PROTEIN LEVELS IN THE THREE 
PATIENTS COMPARED WITH A GROUP OF SEVEN CASES OF 
UNCOMPLICATED NEPHROTIC SYNDROME 
(Values expressed are means with range in parentheses) 
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Case-reports 


Case 1.—A retired glass-maker, aged 72, was first seen by 
one of us (A. G. W. W.) in September, 1952, with six weeks’ 
history of severe symmetrical cedema of both legs, the sequel 
to a fall. 

Examination.—He was obese, with blood-pressure 190/100 
mm. Hg and heart normal, with (0 evidence of cardiac 
insufficiency. Proteinuria was not , cesent, and the serum- 
protein levels were normal (serum-albumin 5-3 g. per 100 ml., 
serum-globulin 2-7 g.). The abdomen and rectum were 
normal on palpation, and a blood-count, a chest radiograph, 
and the serum-acid phosphatase level were normal. There 
was no obvious venous thrombosis in the legs ; nor were 
collateral venous channels visible on the abdomen. 


Outpatient Treatment and Progress.—The patient attended 
as an outpatient until January, 1953, and was then returned 
to the care of his own doctor because no definite cause had 
been found for the cedema. During the following six months 
the cedema increased in spite of injections of mercurial 
diuretics ; and, when the patient was next seen in August, 
1953, there was generalised oedema of the legs, back, abdominal 
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wall, face, and arms. The blood-pressure was still high, but 
there was no other abnormality of the cardiovascular system. 
Severe proteinuria was present. 

On his admission to hospital on Sept. 7, 1953, the oedema 
was unchanged and there were no other abnormal physical 
signs. The urinary excretion of protein was 10-14 g. a day, 
and the changes in the plasma were typical of the nephrotic 
syndrome (table 1), showing marked hypo-albuminemia and 
raised «,-globulin, fibrinogen, and cholesterol levels. The 
serum-colloid osmotic pressure was 19-5 cm. water (Rowe 
1953). ‘The blood-urea was 38 mg. per 100 ml. and serum- 
sodium 146 m.eq. per litre. 


Inpatient Treatment and Progress.—The oedema was reduced 
with Southey’s tubes, and the patient was maintained on a 
high-protein diet of 140-200 g. a day for six weeks. The serum- 
albumin, however, did not rise, although the low-salt diet 
prevented reaccumulation of cedema (fig. 1). A blood- 
transfusion of 2 pints gave no obvious benefit. In November, 
1953, the patient developed a left-lower-lobe pneumonia, 
which responded slowly to penicillin and aureomycin. The 
urinary output diminished, the blood-urea rose to 200 mg. 
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Fig. 2—Macroscopic appearances of kidneys, inferior vena cava, and 
renal veins at necropsy: 1|.V.C., inferior vena cava; R.V., renal veins. 
Note large adherent thrombus completely encircling vena cava at 
mouths of renal veins and extending into the veins. 


per 100 ml., and the serum-sodium fell to 126 m.eq. per litre. 
Sodium chloride 3 g. daily was given with extra fluids, and the 
patient’s condition improved ; his blood-urea fell to 70 mg. 
per 100 ml. On Nov. 30 he developed acute left-sided chest 
pain with dyspnea, and on Dec. | he died. 

Necropsy Findings.—A large recent left-sided pulmonary 
embolus was found, with several pulmonary infarcts indicating 
previous embolic episodes. The inferior vena cava contained 
a well-organised antemortem thrombus extending into both 
renal veins and completely obstructing both channels (fig. 2). 
The thrombus in the inferior vena cava distal to the renal veins 
was less firmly organised and adherent to the wall in only a few 
places. Organised and recanalised thrombus was present in 
both femoral veins and in the internal, external, and common 
iliac veins on both sides. To the naked eye the kidneys 
appeared normal for a man aged 75, but microscopy showed 
organised thrombus in many arcuate and interlobular veins, 
some of which had recanalised. Thrombi were not seen in the 
glomerular tufts. Patchy hyaline fibrosis was present in some 
glomeruli; in others there was definite thickening of the 
capillary,basement membrane. There were no proliferative 
changes in the glomeruli or the capsule. The tubules showed 
some fatty changes in the cells ; no hyaline casts were present. 
The ureteric veins also contained recent thrombus. 


Case 2.—Mrs. A., aged 55, was seen in January, 1953, 
with seven weeks’ history of a right femoral thrombosis. 
A similar thrombosis had developed in the same leg in 1949, 
but she had otherwise been in good health. 


Examination.—Both legs were grossly oedematous, the right 
more than the left, the oedema extending to the back and 
abdominal wall. There was proteinuria of 10-15 g. a day and, 
apart from a raised y-globulin level, the changes in the 
plasma were typical of the nephrotic syndrome (table 1). 
The serum-cholesterol was 390 mg. per 100 ml. and blood- 
urea 54 mg. per 100 ml. Auricular fibrillation was present, 
but there was no evidence of cardiac insufficiency. The 
blood-pressure was 120/70 mm. Hg, and _ electrocardio- 
graphy showed auricular fibrillation. No abnormality was 
detected in the abdomen or in the pelvis. A_ blood-count 
was normal, 


Outpatient Treatment and Progress.—Anticoagulant therapy 
given for three weeks did not reduce the cedema. A high- 
protein low-salt diet was poorly tolerated, and no diuresis 
followed infusions of dextran or of human serum-albumin 
(fig. 3); the latter produced a transient rise in the serum- 
albumin level with an associated increase of proteinuria. 
The patient was discharged on March 10, 1953, with 
instructions to continue a high-protein low-salt diet. These 
instructions were probably disregarded, for during the 
following three months she gained a further 3 stone in weight, 
which rose to 22'/, stone, and the cedema became immense. 

Mercurial diuretics (‘ Thiomerin’) were given to control 
the edema. A good diuretic response followed each weekly 
injection, but the proteinuria and hypoproteinzemia continued 
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Fig. 3—Changes in serum-protein levels, body-weight, and proteinuria 
in case 2. 


unchanged. In September the patient’s condition deteriorated 
and she complained of vomiting and diarrhea. At this time 
there were large dilated anastomotic venous channels over both 
flanks and the abdominal wall, suggesting obstruction to the 
inferior vena cava. She was admitted to hospital but died 
after forty-eight hours in uremic coma with cardiac failure. 
Permission for necropsy was refused, but a diagnosis of 
thrombosis of the inferior vena cava with extension to the 
renal veins was considered probable, 


Case 3.—Mrs. B, aged 50, was admitted in November, 
1952, with two years’ history of severe cardiac failure. 
Digitalis, mercurial diuretics, and abdominal paracentesis 
had produced little effect. 

Examination.—The neck veins were congested and there 
was severe generalised oedema with ascites and auricular 
fibrillation. The heart was not enlarged. The heart sounds 
were faint, and radioscopy showed pericardial calcification. 
On cardiac catheterisation the cardiac output was 5-4 litres 
per minute, the venous and right auricular pressure was 
raised to 20 mm. Hg, and there was a high mean right ventri- 
cular filling pressure of 46/20 mm, Hg. The mean pulmonary 
artery pressure was also raised at rest, and rose greatly on 
exercise to 124/86 mm. Hg. On the basis of these findings, 
constrictive pericarditis was diagnosed. 

Proteinuria 13-17 g. per day was present; the serum- 
albumin was 1-6 g. per 100 ml., and the plasma showed the 
changes seen in the nephrotic syndrome (table 1). The serum- 
cholesterol was 702 mg. per 100 ml. 

Treatment and Progress.—Pericardectomy was performed by 
Mr. J. L. Collis on Dec. 20, 1952, shortly, after which the 
edema and proteinuria diminished greatly. In February, 

























nw OPERATION 
3 80F- 
oA 
25, 75-r 4 
L< 
q~ 70} 4 
g 65 i i i 4. 
Tr 4 
6 Total 4 
Qs r Protein : 
b + 
aS 
SBS) a 4 
es ° 
3 3b - 
38 Albumin 
g° 2} 
% 1 er I a 
2-Globulin i “ 
0 i iL £ iL 
- 20- 4 
~ 
> ist 4 
= 
Ws 10 ol 
ey 
nd 0 4 
i 4. 
NOV. DEC. JAN. FEB. MAR. 
1952 


Fig. 4—Changes in serum-protein levels, body-weight, and proteinuria 
in case 3. 


1953, the serum-albumin was 5-0 g. per 100 ml. The serum- 
cholesterol was 245 mg., and there was no proteinuria (fig. 4). 
Six months after the operation there was no return of cedema 
or of proteinuria. 

Discussion 


In a group of patients with the nephrotic syndrome, 
without progressive glomerulonephritis or other demon- 
strable disease, characteristic changes in the plasma have 
been observed (Squire 1953). These are a fall in albumin 
and in «, and y-globulin levels and a rise in «,-globulin, 
fibrinogen, and cholesterol levels. The plasma changes 
in the three cases described here were similar in type, 
although the y-globulin was raised in case 2, and the 
cholesterol was not greatly raised in cases 1] and 2 (table 1). 
In addition, the excretion of albumin and the globulin 
fractions was similar in type to that seen in the uncom- 
plicated nephrotic syndrome. When the “ clearance ”’ 

urinary excretion/unit time 
plasma concentration 
of each fraction was determined and expressed as a 
percentage of the albumin clearance 
a,-globulin clearance x 100 
©.8., ~~ “albumin clearance. 
an estimate was obtained which is believed to give 
a measure of the permeability of the glomerulus to 
molecules of different sizes. It has been found in a number 
of cases of renal disease that the ‘‘ clearances’’ are 
proportional to the molecular size of the protein 


TABLE II—AVERAGE URINARY EXCRETION OF PROTEIN AND RELATIVE GLOBULIN CLEARANCES IN THE 3 PATIENTS 


COMPARED WITH FINDINGS IN ACUTE NEPHRITIS, SUBACUTE 





NEPHRITIS, AND UNCOMPLICATED NEPHROTIC SYNDROME 
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fraction and fall within a range characteristic of the 
nephrotic syndrome and differing from acute and 
subacute nephritis, in which the relative clearances of 
the large y-globulin and a,-globulin molecules are 
substantially greater (Hardwicke 1954). Examination of 
the three cases described has shown “ clearances ’’ which 
fall within the uncomplicated nephrotic syndrome 
pattern (table 1). 

In two of the patients the creatinine clearances were 
definitely lower than those seen in the uncomplicated 
nephrotic syndrome, but the significance of such values 
is doubtful, particularly with the high serum-creatinine 
levels observed. These consistently low creatinine 
clearances, however, indicated severe interference with 
renal function. 


These three cases, therefore, had in their plasma and 
urine the changes characteristic of the nephrotic syndrome 
and could be distinguished only by the clinical history. 
In case 1 a direct association between the renal-vein 
thrombosis and the nephrotic syndrome is probable, 
and in this patient there was histological evidence of 
structural changes in the glomeruli of the type described 
as occurring in type-1 nephritis (Ellis 1942). The initial 
cdema of the legs, which was not accompanied by 
proteinuria, apparently followed bilateral femoral-vein 
thrombosis, which presumably spread subsequently to 
involve the inferior vena cava and renal veins. The 
interference with renal venous return probably developed 
slowly, since rapid obstruction commonly causes infare- 
tion of the kidney (Bell 1950). The spread of thrombus 
within the kidney and in neighbouring veins may have 
interfered further with venous return, causing proteinuria 
of sufficient severity to lead to the nephrotic syndrome. 
The course of events appears to have been similar in 
ease 2, where again femoral thrombosis was the initial 
episode and there was clinical evidence of obstruction 
of the inferior vena cava. 

Case 3 is included here because the mechanism of 
production of the nephrotic syndrome is regarded as 
similar. The venous pressure was very high in this 
patient; after pericardectomy the pressure fell, the 
proteinuria disappeared, the plasma-protein levels 
returned to normal, and the edema disappeared. The 
mechanism by which interference with the renal venous 
return from the kidney produces proteinuria, and its 
association with the histological changes seen in the 
glomeruli are unexplained. Recovery would not be 
expected in cases associated with extensive venous 
thrombosis, unless the veins recanalised or unless adequate 
collateral circulation developed. The presence of more 
recent thrombus in the tributaries of the renal veins 
and in the ureteric veins in case 2 suggested that pro- 
longed anticoagulant therapy might have been of value 
in preventing further extension of thrombus. 


Summary 


In two cases thrombosis of the inferior vena cava 
and renal veins was associated with clinical and bio- 
chemical changes typical of the nephrotic syndrome. 

A third patient had the nephrotic syndrome in associa- 
tion with constrictive pericarditis, and her proteinuria 
disappeared when the pericardial constriction was 
relieved by operation. 

We suggest that in all three patients the proteinuria 
was caused by a high renal venous pressure or by inter- 
ference with renal venous return. 


Our interest in the nephrotic syndrome has been inspired 
and guided by Prof. J. R. Squire, to whom we are indebted 
for advice and assistance. We also thank Dr. K. W. Donald 
for the cardiac-catheterisation findings in case 3; Dr. C. D. 
Taylor for the necropsy findings in case 1; Mr. T. F. Dee 
for the photography ; and Miss J. Waldie, Miss J. J. Bissell, 
and Miss S. M. Thomas, who nursed the three patients. 
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ADDENDUM 


Since this paper was written several more cases of renal-vein 
thrombosis associated with a typical nephrotic syndrome 
confirmed by necropsy have been reported to us from other 
centres. The association of these conditions may therefore 
not be so rare as the scarcity of published cases suggests. 
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GANGRENOUS APPENDIX IN FEMORAL 
HERNIAL SAC 


H. D. W. Powe. 
M.A. Camb., M.B. Edin., F.R.C.S. 


SURGICAL REGISTRAR, ROYAL LONDON HOMCEOPATHIC HOSPITAL 


. ATTENTION has been drawn by Lambert Rogers (1953) 
to the fact that Claudius Amyand (1736) successfully 
removed an acute perforated appendix from a hernial 
sac in a boy, aged 11, in St. Georges Hospital in 1735— 
apparently the first suecessful appendicectomy. 
Amyand’s case has been published again by Creese 
(1953). 

Shepherd (1954) has pointed out that Langton (1891) 
reported a gangrenous perforated appendix in a right 
femoral hernial sac in a woman aged 46, and an inflamed 
appendix in a left femoral hernial sac in a woman aged 
58. No mention was made of a correct preoperative 
diagnosis in either case. 

More recently published cases include the following : 


Ludbrook (1922) reported a gangrenous appendix in a 
femoral hernial sac in a man, aged 36, with only six months’ 
history of hernia, and he published photographs much like 
the present figure. 

Rose (1951) reported a woman, aged 63, with a strangulated 
right femoral hernia containing an inflamed appendix, and 
found published reports of four other cases, the first being in 
1908 ; in none of these was there any febrile reaction, and in 
none was the correct diagnosis suspected. 

Hdtliday and White (1953) have reported two cases of 
inflamed appendix in a femoral hernial sac ; Maurice (1953) 
another two; and Burkitt (1953) one in a woman aged 92. 
Young (1953) reported a strangulated appendix, and 
MacGowan (1954) a gangrenous one, in a femoral hernial 
sac. 


Sometimes the appendix is in an inguinal hernial sac, 
usually on the right side : 


Iovetz-Tereshchenko (1953) reports having found the 
appendix thrice in a femoral hernial sac and five times in an 
inguinal hernial sac, but in only one case was the appendix 
acutely inflamed. 

Winckworth (1953) described a gangrenous appendix found 
in an inguinal hernial sac in a labourer aged 62, and Walker 
(1953) a perforated appendix in a strangulated inguinal hernia 
in a baby aged 7 weeks. 

Only in the case of the prematurely born baby reported by 
Beattie (1953) was the correct diagnosis tentatively made 
before the operation, which was done five weeks before the 
baby should have been born at normal term. 


The standard surgical textbooks in this country pay 
scant attention to this uncommon clinical condition, but 
Romanis and Mitchiner (1941) give a lucid though brief 
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Operation specimen: A, appendix ; B, gangrenous tip ; C, opened 
main sac in which appendix lay ; D, second (closed) loculus of femoral 
sac; E, artificial opening into D. 


account of it, and Love (1947) mentions one case and 
states : 


‘Apart from radiography, the presence of an appendix in 
a hernial sac is undiagnosable until the organ is exposed at 
operation.” 


In the present case, however, the correct diagnosis was 
made preoperatively. 


Case-report 

On Oct. 18, 1953, an active spinster, aged 45, came to the 
casualty department, from her home 25 miles out of London, 
with the following history. A swelling which she had had in 
her right groin for twenty years had caused her no trouble 
apart from occasional discomfort, and she had never seen any- 
one about it. Eight days ago she had had central abdominal 
pain, for which she had taken medicine. She had had two 
similar attacks of pain, each lasting a few hours, in the last 
three months. She had continued to manage her village 
grocery store for a further week despite constant pain, less 
severe in the abdomen but more severe (often ‘‘ agonising ’’) 
in the right groin; and she had had some nausea but no 
vomiting. Her bowels had acted normally until two days ago, 
and then only with difficulty. During the last three days 
micturition had been painful. During the last seven days 
the swelling in her groin had steadily increased in size, becoming 
tender to the touch, and she had been limping for the last 
week. 

On examination she looked ill, hot, and flushed ; tempera- 
ture 100-2°F, pulse-rate 100. There was a swelling in the right 
groin about 3 inches long which was inflamed, painful, and 
tender. The area of inflammation extended well down into 
the right labium majus, which was considerably swollen. 
Owing to severe tenderness the exact relationship to the right 
inguinal ligament and pubic spine was difficult to determine, 
and it was thought that the swelling was probably that of an 
inguinal hernial sac. Subsequent re-examination showed 
clearly that this was an irreducible femoral hernial sac 
containing an acutely inflamed appendix. 

Operation.—-Under general anesthesia (Dr. G. Way) a long 
incision was made over the sac (low approach), which was 
defined in the usual manner. When the sac was opened two 
separate compartments were found: the lateral one was a 
closed loculus ; and the medial one contained serous fluid and 
the tip of a gangrenous unpefforated appendix (see figure). 
Early gangrenous changes were found in the wall of the medial 
portion of the sac. The skin incision was enlarged laterally, 
the proximal flap drawn upwards, and the inguinal canal 
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opened to give access to the femoral sac by the high approach. 
All the tissues were cedematous and inflamed. The sac and 
its contents were reduced upwards with some difficulty, and 
appendicectomy was done. The peritoneum was closed, the 
inguinal ligament sutured to Cooper’s ligament with strong 
silk, and the transversalis fascia repaired. The inguinal canal 
was closed with excision of the distal part of the round 
ligament, and the wound closed in the usual manner with a 
superficial drain at the medial end. 

Postoperatively penicillin and streptomycin were given, 
and the patient made an uninterrupted recovery and was 
discharged home fourteen days after operation. 

Follow-up.—She was seen again four weeks after operation, 
by which time she had already re-started her normal duties in 
the village shop. 

Summary 

An acute gangrenous appendix was found in a right 
femoral hernia in a woman. 

The hernia had been present for twenty years. There 
was widespread inflammation, which involved the labia 
on the affected side. 

The disorder was correctly diagnosed before operation. 


I wish to thank Miss G. M. Barry, F.R.C.s., for permission 
to publish ; and Dr. L. W. Proger for the photograph of the 
specimen, which is now in the museum of the Royal College 
of Surgeons of England. 


REFERENCES 


Amyand, C. (1736) Phil. Trans. p.. 329. 

Beattie, W. (1953) Brit. med. J. ii, 1216. 

Burkitt, R. T. (1953) Ibid, p. 1220. 

Creese, P. G. (1953) Surg. Gynec. Obstet. 97, 643. 

Holliday, T. D. 8., White, J. R. A. (1953) et med, J. ii, 779. 

lovetz-Tere shchenko, N. N. (1953) Ibid, p. 1220. 

Langton, J. (1891) St. Bart’s Hosp. Rep. 27, 179. 

Love, R. J. M. (1947) The Appendix. London ; p. 89. 

Ludbrook, S. L. (1922) Brit. J. Surg. 10, 

MacGowan, W. A. L. (1954) Brit. med. J. 96. 

Maurice, D. G. (1953) Ibid, ii, 887. 

Rogers, L. (1953) Ibid, p. 1324. 

Romanis, W. H. C., Mitchiner, P. H. (1941) The Science and Practice 
of bow vA 7th ed., London ; vol. 1, p. 563. 

Rose, D- (1951) ret Gastroent. ae 540. 

Bhethers, J. A. (1954) Lancet, -. 

Walker, H. B. ‘1953 Brit. med. 7 886. 

Winckworth, T. E. (1953) Ibid, p. 557. 

Young, H. B. (1953) Ibid, p. 1216. 


- Preliminary Communication 


THE THYROID-LIKE ACTIVITY OF 
TRIIODOTHYRONINE ANALOGUES 


It may be remembered that triiodothyronine possesses 
about 5 times the activity of thyroxine when assayed 
by the goitre-prevention method in rats. 2 Tetrabromo- 
thyronine has only low activity in this test.? In a search 
for a compound which would possess considerable thyroid- 
like activity but would contain no iodine, it was thought 
worth while to synthesise 3: 5: 3’-tribromothyronine 
to see whether, in the case of the brominated thyronines, 
the tri-substituted compound would also possess greater 
activity than the tetra-substituted analogue. When 
these brominated thyronines were compared by the 
goitre-prevention method, tribromothyronine was found 
to be nearly 100 times more active than tetrabromo- 
thyronine. In view of this surprising potency, other 
tri-substituted thyronines were synthesised, to determine 
whether these too possessed a correspondingly greater 
activity than the tetra-substituted compounds. The 
present communication deals briefly with results so far 
obtained. 


Methods 


The syntheses of new compounds will be described 
elsewhere. All amino-acids used in these experiments had 
DL-configuration. Thyroxine was used as the standard 
substance. 





1. Gross, J., Pitt-Rivers. R. Biochem. J. 1953, 53, 652. 
2. Tomich, E. G., Woollett, E. A. Lancet, 1953, i, 726. 
3. Richards, C. E., Brady, R. O., Riggs, D. S. J. clin. Endocrin. 


1949, 9, 1107. 
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The : assays were carried out. on male hooded rats 
weighing 60-80 g. Each compound was tested at several 
dose levels and 8 rats were used for each dose. The 
compounds were administered daily for ten days by 
subcutaneous injection. All animals received 0-:1% 
thiouracil and 5% sugar in their drinking-water. (The 
sugar was included to ensure an adequate intake of 
thiouracil.) On the eleventh day the animals were killed 
by a blow on the head and their thyroids were removed 
and weighed. 

The potencies were calculated by the slope-ratio 
method of Finney‘ from curves obtained from the 
reciprocals of thyroid weight per 100 g. body-weight 
plotted against the dose (cf. Dempsey and Astwood 5). 


Results 
The results were as follows : 


POTENCIES OF SUBSTITUTED THYRONINES 


Compound Potency 
Thyroxine > a 0 ia . 
Triiodothyronine ne oh “* eh 5-7-4* 
Te trabromothyronine as aa Mee ‘in 0-005 
Tribromothy ronine . ; ss 0-44 
3: 5-Dibromo-3’ : 5’ -diiodothyronine a3 é hg 


3: 5-Dibromo-3’- -jodothy ronine ob S 

3 : 5-Diiodo-3’ ; 5’-dibromothyronine “s d- it 

3 : 5-Diiodo-3’ i renpanyenaiie 2-0 
* Values from Gross and Pitt-Rivers,' and ‘Tomich and Woollett,* 

for the L-amino-acids. 
+t This estimate is approximate, and based on a rough preliminary 
assay. 

It is apparent that all the trihalogenated thyronines 
so far examined are much more active than the corres- 
ponding tetrahalogenated compounds. It also appears, 
from this small series, that the differences increase with 
decreasing potency of the thyroxine analogue and are 
considerably greater in all pairs of compounds than in the 
naturally occurring amino-acids, thyroxine and triiodo- 
thyronine. It should be mentioned that the activity of 
tetrabromothyronine is very much lower in this assay 
than in human myxeedema.* This may merely reflect 
differences inherent in the tests themselves, but the 
possibility exists that the earlier samples of tetrabromo- 
thyronine used contained small amounts of the more 
active tribromo-derivative. In the present experiments, 
each member of a pair of compounds was shown to be 
chromatographically free from the corresponding analogue 
before it was assayed. 


DISCUSSION 


The relative activities of these  tri-substituted 
thyronines compared with the tetra-substituted com- 
pounds emphasise the importance, for thyroidal activity 
in vivo, of one unsubstituted position ortho to the phenolic 
group in the thyronine molecule; these results also 
support (though they do not prove) the hypothesis that 
triiodothyronine is the peripherally active thyroid 
hormone, or is nearer to it than is thyroxine. This work 
will be extended to include a comparison between tetra- 
and trichloro-thyronine and other chlorine-containing 
thyronines ; tetrachlorothyronine has been shown to 
possess only very slight activity both in the goitre- 
prevention test* and in human myxedema.® If tri- 
chlorothyronine, like tribromothyronine, possesses a 
relatively high activity, these findings will indirectly 
lend support to the idea that partial dehalogenation of a 
tetra-substituted thyronine must occur in vivo before 
much activity can be manifested: the low potencies of 
tetrabromo- and tetrachloro-thyronine could then be 
explained by an inability of the hypothetical dehalo- 
genating enzyme to act on these compounds. 

MARJORIE V. MUSSETT 
B.Se. Lond. 
ROSALIND PiTt-RIVERS 
Ph.D. Lond., F.R.S. 


National Institute for 
Medial Research, 
Mill Hill, London 





. Finney, D. J. J. gen. Microbiol. 1951, 5, 223, 
. Dempsey, E. W., Astwood, E. B. Endocrinology, 3668, 32. 509. 
. Lerman, 3B Harington, Cc. R. J. clin. Endocrin, 1949, 9, 1099. 
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Reviews of Books 


The Tools of Social Science 
JoHN Mapcre. London: Longmans, Green. 1953. 
Pp. 308. 25s. 

WORKERS in social medicine are increasingly concerned 
with the health of families and small groups, the changing 
of behaviour through education, the functions of the 
various health services, and the social conditions of 
mental as well as physical health. The current discussion 
on the future of maternity and child-welfare services 
illustrates how our problems are changing. The analysis 
presented in various published reports is very informative, 
but somehow a picture of the needs fulfilled’ by the clinics 
still seems to elude us. Again, the Chancellor of the 
Exchequer expects, if anything, an increase in tobacco 
consumption this year—a revealing comment perhaps 
on our efforts in health education and on the poverty of 
our understanding of motivation and behaviour. The 
ideas and established techniques of public health and 
preventive medicine are no longer adequate, and the 
most obvious sources of help are the social sciences—a 
feeling much voiced at the conference sponsored by the 
British Sociological Association last year.! 

Mr. Madge’s book gives a good idea of the present 
situation in the social sciences, in which he includes 


.sociology (the study of social institutions), cultural 


anthropology (concerned with social behaviour and the 
man-made environment), and social psychology (the study 
of attitudes, for example, and of group dynamics). The 
book includes three general chapters dealing sensibly 
with the relations of theory and practical research, value 
judgments, the difficulties of objectivity, and the place 
of statistics. Chapters follow on ‘the interview ”’ 
(rather too much statistics here), the use of documents, 
the various methods of observation, and the possibilities 
of experiment. Mr. Madge is particularly clear in stating 
a theoretical position ;: but then he is clear throughout the 
book. The section on attitude studies is especially 
helpful, and he gives generous guidance to further reading 
—though he seems to prefer illustrations from across the 
Atlantic to the home product. There are scattered, not 
very illuminating, references to social medical matters, 
but he does not seem to include social medicine in 
** social science.’’ This is a pity, for he closes his work 
with an eloquent plea : 

** We can see around us a multitude of practical problems 
that call for action, and a multitude of people torn by their 
imperfect understanding of the situations in which they have 
to act. What they need are not absolute truths and water- 
tight theories but the skills to guide themselves towards 
realistic and sensible decisions . . . the clarifications of which 
our social science is capable should surely be thrown pro- 
ductively into the scales.” 


Socia] medicine has much experience of this kind of 
situation to share. 


Diagnosis and Treatment of Convulsive Disorders in 
Children 
SAMUEL LIVINGSTON, M.D., assistant professor in pedia- 
trices, Johns Hopkins University School of Medicine. 
Springfield, Ill.: Charles C. Thomas. Oxford: Blackwell 
Scientific Publications. 1954. Pp. 314. 69s. 


THE convulsive disorders of childhood have been largely 
neglected as a subject for pediatric research in this 
country. This is surprising, for these ailments provide 
one of the largest problems facing the pediatrician and 
the family doctor. Dr. Livingston’s new book is intended 
for “‘ the general practitioner of medicine,’’ but it can 
be warmly commended to all who have care of sick 
children. 


The book is based on studies of 4000 children which extended 
over seventeen years. All forms of convulsive disorder and 
epilepsy are dealt with in a balanced way and judged in the 
light of the author's large experience. Adequate references are 
given at the end of each chapter. The accounts of differential 
diagnosis, drug treatment, and general management are 
up to date and detailed. 


L See Lancet, 1953, i, 692, 731. 
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There are two main weaknesses: the complex relationship 
between febrile convulsions and epilepsy is handled rather 
dogmatically, for Livingston’s conclusions will not commend 
themselves to some workers in this country ; and the section 
on the genetics of epilepsy is not up to the standard of the rest 
of the work. This is a pity, because genetic ideas are often 
paramount in the minds of the parents of epileptic children, 
Moreover, genetic analysis is likely to prove useful in clarifying 
the diagnostic confusion which abounds in this field. 


In general, however, Dr. Livingston’s account is clear, 
reliable, and well supported by his experience. 


Surgery of Pulmonary Tuberculosis 
James H. FOorsSEER, A.B., 
colonel, U.S. Army. 
Pp. 208. 48s. 

In this slim volume Colonel Forsee compresses much 
knowledge and experience gained in the treatment of 
tuberculous patients in the Fitzsimons Army Hospital. 
He has managed to include a great deal of pathological 
and clinical information, and he has clearly paid close 
attention to the individual reaction of the patient to 
the disease. The history of surgical treatment is outlined 
by the changing fashions in operations, and Colonel Forsee 
indicates how thoracoplasty, after proving its worth, 
has largely, in his experience, given place to pulmonary 
resection. In five years over 400 patients were treated 
by resection with satisfactory resu'ts, while the number 
of thoracoplasties steadily declined. But it is difficult 
to follow the reasons for this change, in view of the 
relatively short period for which the results of resection 
have been followed as compared with collapse operations. 

The book expresses personal views which, though not 
always orthodox, are thoroughly stimulating ; and it is 
a very useful review of the surgery of pulmonary 
tuberculosis. 


B.S., 
London : 


M.D., F.A.C.S., F.A.C.P., 
Henry Kimpton. 1954. 


Clinical Measurement of Uterine Forces in Pregnancy 
and Labor 

8S. R. M. REYNOLDS, PH.D., D.sc., department of embryo- 
logy, Carnegie Institution of Washington; JEROME S. 
HARRIS, M.D., department of obstetrics and gynecology, 
University of Colorado School of Medicine; and IRwINn 
H. Kaiser, M.D., PH.D., department of obstetrics and 
gynecology, University of Minnesota Medical School. 
Springfield, Ill.: Charles C. Thomas. Oxford: Blackwell 
Scientific Publications. 1954. Pp. 328. 69s. 

THOSE who have the care of women in labour badly 
need to know more about the varied patterns of uterine 
action, and to be able to recognise more easily any 
abnormal uterine activity. Many aspects of obstetrics 
meet here: repeated premature labour and its cause and 
prevention, the causes of the onset of labour, post- 
maturity, and delay in the onset of labour. We need 
more certain methods of inducing Jabour, and better 
methods of combating the difficulties and dangers of 
uterine inertia and of the slow first stage caused by 
uterine dysfunction. For these reasons this book will be 
widely welcomed. For those familiar with the problems 
of recording uterine activity it is a treasure-house of 
information, but it deserves to be studied by all obste- 
tricians for its discussions of the effect of the patient’s 
emotions on uterine action, the effect of adrenaline in 
pregnancy and labour (including the difference in 


response after intramuscular and after intravenous 
administration), the beneficial effect of assuagement 


and hypnosis in some cases, and the action and use of 
oxytocin. 
Die Bedeutung der frihkindlichen Hirnschiadigung fir 
die Kinderpsychiatrie 
Dozent Dr. Med. Habil Gernarp GOétiNnrrz, Oberarzt 
an der Psychiatrischen und Nervenklinik der Universitat 
Rostock. Leipzig: Thieme. 1954. Pp. 149. DM, 19.50, 


Dr. Gdllnitz has diligently investigated 300 children 
with behaviour disorder, aged 4-16, half of them mental 
defectives. He approached the problem mainly from 
the somatic angle, using air encephalography and tests 
of motor dexterity. In all but 21 cases there were 
changes in the air encephalogram, ranging from slight 
(such as unilateral increase or decrease of air in the 
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periphery) to severe (such as striking bilateral enlarge- 
ment of the lateral ventricles). 


The motometric scale of Oseretzky, standardised for the 
various age-groups, and Kwint’s test for expressive facial 
movements were used to assess motor dexterity. The results 
of encephalography and the tests of motor performance 
tallied exactly, the 21 cases with normal encephalogram being 
normal in motor dexterity, while all the other cases were 
considerably retarded. These findings, Dr. Géllnitz holds, 
suggest damage of the brain, which besides producing the 
physical findings is also responsible for a well-defined psycho- 
logical syndrome consisting of increased irritability, lability 
of mood, lowering of attention and volition, defects in 
intellectual function, and overexcitability of the vegetative 
nervous system. The site of the cerebral lesion is (for this 
syndrome) unimportant; psychogenic and environmental 
factors may determine the type of reaction in the individual 
case, but are of secondary significance. He claims that sys- 
tematic training in finger and body movements, together with 
administration of glutamic acid, noticeably improved the 
condition of these children. 


He bases his opinion that cerebral damage was the 
cause of the behaviour disorder in these children mainly 
on the encephalograms: but, since no comparable 
investigation was made on normal children, it seems 
doubtful whether the changes in the encephalogram 
(which were only slight in most of the children) can 
be regarded as pathological. Electro-encephalograms, 
which might have helped to settle the matter, were not 
made, unfortunately. 


Science in History 


Prof. J. D. BERNAL, M.A., F.R.S. 
Pp. 967. 42s. 


‘Tuts book is an attempt to describe and to interpret 
the relations between the development of science and 
that of other aspects of human history.’ In an age of 
specialised learning it is a pleasure to say that it succeeds. 
Nearly half of it is devoted to a history of science, from 
as far back as the study is profitable to the end of the 
nineteenth century. It is interesting, accurate, and 
illustrated with fact and quotation at once well chosen 
and original, and the marriage of this material to history 
as a whole is fairly convincing. Professor Bernal refuses 
to be confined by a too rigid definition of science, and— 
granted that it is at once a subjective mental process 
and an objective corpus of knowledge—it would be 
remarkable if its direction at any time in history did not 
reflect the current way of life. If he accepts the economic 
climate of an age as the keystone of the prevalent way 
of life, he is merely following in the steps of respectable 
historians. Perhaps he would be more convincing if he 
were to avoid the dogmatic black (kings and priests) 
and white (the poor). 

The other half of the book deals with science in relation 
to life today. He plots his history, in fact, upon a para- 
logarithmic scale ; but since he writes to convert, this 
hubristic assertion of our own importance is excusable. 
In detail this part is less convincing than the earlier 
pages, and his account of our own profession is farcical 
as well as rude (few microbiologists will agree that 
projects for bacterial warfare deserve more space than 
any of their other activities). In the same way every 
other branch of science is grafted to a dogmatic stock 
which gives the tree a sadly lopsided look. This is a pity, 
because here is a remarkable book which few men would 
even attempt to write. Whewell might have lent Professor 
Bernal his suppositious epitaph: ‘‘ Science is his forte 
and omniscience his foible.”’ 


London: Watts. 1954. 





The Principles and Practice of Medicine (2nd ed. 
Edinburgh and London: E. & S. Livingstone. 1954. Pp. 1036. 
32s. 6d.).—Prof. L. S. P. Davidson’s lusty offspring is growing 
rapidly: this edition has 117 additional pages and 44 new 
iNustrations. A concise account of the commoner infectious 
diseases, and a description of the disorders which underlie 
disturbances of electrolyte balance, are among the new and 
commendable features. The psychoneuroses are dealt with 


rather summarily in 15 pages—a remarkable feat of condensa- 


tion—and the section on chemotherapy has been brought up 
to date. 
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AUREOMYCIN 


Chlortetracycline 


simplify antibiotic therapy in general practice 


Aureomycin is now derestricted and can be prescribed on N.H.S. Form E.C.10 


So much evidence exists testifying the supreme value of Aureomycin in medical practice that 


Lederle research has perfected no less than 1§ different pharmaceutical presentations of the 


antibiotic. Now that Aureomycin is derestricted, doctors in general practice can select from 


this wide range of preparations the precise form which best meets the urgent needs of the 


patient. The Aureomycin range now includes :— 
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Capsules Ointment Soluble Tablets 

Dental Cones Ophthalmic Spersoids* 
Ointment Dispersible Powder 

Dental Paste Ophthalmic Syrup 

Intravenous} Oral Drops Troches 

Nasal Otic Vaginal Powder 


Average adult dose 1 Gm. daily 
} At present available to Hospitals only. * Trade mark. 
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Heredity in Gastric Cancer and Pernicious 
Anemia 

Ir is now conceded that heredity plays some part 
in the incidence of both gastric cancer and pernicious 
anemia. To the many reports on this association are 
now added some extensive Danish investigations. 
Denmark seems to be a specially suitable country 
for family studies, perhaps because it has a relatively 
small and homogeneous population that does not move 
out of reach and because for many years it has had 
a good system of accessible medical records. 

Studies of experimental gastric cancer in mice—for 
example, Srrona’s strain'—showed clearly that 
genetic factors were involved, and there have been 
many accounts of families in which more than one 
member had gastric cancer. In Denmark VIDEBAEK 
and Mossecu ? have examined the medical records of 
3294 relatives of 302 patients with gastric carcinoma. 
Their studies included parents, siblings, children, and 
parents’ siblings. Wherever possible hospital records 
were scrutinised ; otherwise death certificates were 
the source of their information. The diagnosis in the 
302 patients with gastric cancer was firmly established, 
in 71% by histological examination of the tumour. 
At the time of the survey, 51% of the 3294 relatives 
were alive and not known to have any form of cancer, 
and 38°, of them had died from causes other than 
cancer; 366 (11%) had developed some form of 
cancer, and in 149 this was gastric cancer. For a 
control series VipEBAEK and Mospecn took 390 
persons who had no sign of any particular disease, 
and definitely no evidence of malignancy or primary 
blood disease, and appropriate data was obtained 
about 4782 of their relatives. Analysis of these 
control relatives showed that 36°, were alive without 
evidence of cancer, 56°% had died without cancer, 
and 7% (346) had developed cancer in some form, 
this being gastric cancer in 58. Of the 302 families 
of patients with gastric cancer, 35°, had one or more 
other members affected by gastric cancer ; of the 390 
control families, 13°/ had one or more members 
affected by gastric cancer. The incidence of extra- 
gastric cancer was only slightly higher in the patient 
series than in the controls: among males, cancer 
elsewhere than in the stomach affected 6-1°% in the 
patients’ families, compared with 5° in the control 
families; while among females the incidence was 
about the same in both groups. From their data 
VIDEBAEK and Mossecu calculate that the risk of 
gastric cancer among the relatives of patients who 
had the disease was 29% for males and 21% for 
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females; whereas among the control families the 
risks were only 7% and 5% respectively. They 
conclude that exogenous factors, such as sex, age, race, 
food habits, presence or absence of gastric ulcer, abuse 
of alcohol, and occupation, cannot be the cause of the 
greatly increased incidence of gastric cancer among 
the relatives of patients with the disease. Nor can 
they convince themselves that genetic factors are the 
sole cause of this preponderance. They subscribe to 
the popular view that the predisposition to gastric 
cancer is inherited and that exogenous factors 
accelerate its development. 

The familial incidence of pernicious anemia was 
denied in the early days of its study, but now there 
have been many accounts of two or more cases in a 
single family: the largest of the reported series 
is that of Wi_KrInson,? in Manchester, who had 1600 
personaly observed and diagnosed patients ; in 308 
of these there was a history of at least one other 
patient with pernicious anemia in the family—an 
incidence of 19%. Im Denmark Mossecu * had for 
study 234 patients with properly diagnosed pernicious 
anzmia about whose families he was able to obtain 
He divided his patients into two 
groups. Group 1. comprised 132 patients with rela- 
tively complete family data, and group 2 contained 
the remaining 102 patients for whom he had data 
only about parents, siblings, and children. The age 
and sex distribution of his group of patients was quite 
typical. In connection with the 132 patients in 
group | the records of 1958 relatives were known, 
while in connection with the 102 patients in group 2 
the records of 923 relatives were known. Among 
the group-1 families one or more other case of per- 
nicious anemia had occurred forty times—a family 
incidence of 30-39%. Of the group-2 families, thirteen 
had one or more other patients with the disease—an 
incidence of 12-8%. The difference between the two 
groups Mossecu attributes to the difference in the 
number of relatives whose records were known. 
Among the relatives of the group-1 patients there were 
51 cases of pernicious anemia; one family had no 
less than 5 members with pernicious anemia, three 
families had 4 each, seven had 3 each, and twenty-four 
had 2 each ; of the group-2 families one had 5 affected 
members. The incidence of pernicious anemia among 
the relatives of the patients with pernicious anzemia 
was about the same in both groups—2-3% and 2-5%. 
Calculations based on two control series show that 
the incidence of pernicious anemia in the general 
population in Denmark is about 1 per 1000. So the 
incidence among the relatives of patients with this 
disease is about twenty times the average. MosBECH 
considers that the distribution among the various 
categories of. relatives is compatible with recessive 
inheritance with a reduced rate of manifestation ; 
there is, as is well known, some sex limitation with 
female preponderance. 

Here then are two diseases—gastric cancer and 
pernicious anzemia—in which genetic factors play at 
least some part. And it seems to be established that 
gastric cancer is commoner in patients with pernicious 
anzmia than in the general population. The mortality 
from gastric cancer in patients with pernicious 


3. Wilkinson, J.¥F. Lancet 1949, i, 249, 291. 
4. Mosbech, J. Heredity in Pernicious Anemia. Copenhagen, 
1953. 
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anemia is about three times as great as the expected 
rate; and as the surviving patients get older, and 
their number increases, so more gastric cancers are 
likely to appear among them. ‘Here again WILKINSON’s 
series * is the largest. Among 1532 patients with 
pernicious anzmia 28 cases of gastric cancer were 
found; and of the 301 patients who died in the 
follow-up period, 9-39, died from gastric cancer. 
In a radiographic study of the stomachs of 92 symptom- 
free patients with pernicious anemia, State et al.® 
found 3 cases of gastric cancer. It occurred to 
MosBeEcu to examine the occurrence of gastric cancer 
among the relatives of patients with pernicious 
anzmia. He compared the figures for gastric cancer 
in 2881 relatives of 234 patients with pernicious 
anzmia with those for 2956 relatives of 226 apparently 
healthy patients of the same age-distribution ; cancer 
of the cesophagus and at other sites was also noted. 
Among the relatives of the patients with pernicious 
anzmia there were 108 cases of gastric cancer, 16 of 
cssophageal cancer, and 147 of cancer at other sites ; 
among the relatives of the control group the figures 
were 33 cases of gastric cancer, 11 of cesophageal 
cancer, and 123 of cancer at other sites. Thus among 
the relatives of the patients with pernicious anzemia 
there was a striking increase of gastric cancer but 
no such increase of cancer of the cesophagus or at 
other sites. Furthermore analysis shows a significantly 
higher mortality among these relatives of patients 
with pernicious anemia than among the general 
Danish population. MosBrecH gives reasons why he 
does not accept achlorhydria, a feature common to 
pernicious anzemia and gastric cancer, as the common 
exogenous factor. He believes that the excessive 
mortality from gastric carcinoma in patients with 
pernicious anemia is genotypic, depending on a 
common inherited predisposition to the two diseases. 

The figures for gastric cancer in patients with 
pernicious anemia may be unduly low, because 
without necropsy the tumour may be missed. SCHELL 
et al. examined the records, for the years 1906-50, 
of all the patients at the Mayo Clinic in whom both 
pernicious anemia and gastric carcinoma was diag- 
nosed. There were 94 such cases. The lesion had been 
excised in 48, and an exploratory laparotomy had been 
done in the remaining 46. From this study they 
conclude that gastric cancer in a patient with per- 
nicious anemia has several unusual features. One of 
the most striking is the tendency for the tumour to 
occur in the fundus of the stomach or near the cardia 
—areas where neoplasm is notoriously difficult to 
demonstrate radiographically or by gastroscopy. Of 
their patients 58% had tumours in the fundus or near 
the cardia; the tumour was located in the pyloric 
antrum in only 27%; while in the remaining 15% 
there were separate tumours in both areas or one 
tumour involving both areas. In the ordinary way, 
75°, of gastric cancers are found in the pyloric 
antrum, Other unusual features were the apparently 
very late onset of symptoms of neoplasm, the late 
average age of the patients, and the tendency of the 
tumour to be polypoid—which means that in patients 
with pernicious anzemia such lesions should always be 
treated as potentially malignant. 





5. State. D., Gaviser, D., Hubbard, T. H., Wangensteen, O. H. 
J. nat. Cancer Inst. 1949, 10, 433. 

6. Schell, R. F., Dockerty, M. B., Comfort, M. W. Surg. Gynec. 
Obstet. 1954, 98, 710. 
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No-one would suggest that every patient with 
pernicious anzmia, or his relatives, should each year 
be examined radiographically for possible gastric 
cancer. But clearly in patients with pernicious anamia 
or their relatives, or in the relatives of patients known 
to have died of gastric cancer, any suspicious symptom 
or alteration in the blood-count, however slight, 
should be considered seriously, and the alimentary 
tract should be examined radiographically if such 
changes are not soon accounted for, In pernicious 
anemia the warning by ScHELL et al. about the 
incidence of fundal tumours must be heeded, since 
these tumours are liable to be missed unless specially 
sought. Even with the utmost vigilance it is only too 
likely that the tumour will be discovered too late for 
effective treatment. 


Syndromes of Acute Renal Failure 

In primary renal disease the onset or the impending 
termination by death may be marked by episodes of 
acute renal failure, with oliguria and a rapidly increas- 
ing blood-urea level. Such episodes may also punctuate 
the course of chronic renal failure, in which they are 
precipitated by known or unknown extrarenal factors 
and are sometimes reversible by appropriate treatment. 
Acute renal failure can also arise in patients with 
previously normal kidneys, as a result of poisoning, 
shock, or dehydration. Attempts have been made to 
implicate in all types of renal failure some single 
cause, such as renal anoxia; but recent work has 
brought to light reai differences in mechanism, as well 
as in wtiology and manifestations. Studies of renal 
function in the oliguric and recovery phases of acute 
renal failure! 2; detailed study by microdissection of 
nephrons from the kidneys of patients who have died 
in acute renal failure * ; and functional and structural 
observations in animals subjected to renal ischemia * ® 
—these various approaches, with their almost sur- 
prisingly concordant results,6 have combined to 
increase insight into the pathogenesis, effects, and 
appropriate treatment of acute renal failure. 

On present evidence, leaving out of account primary 
renal disease, we can distinguish four syndromes of 
acute renal failure, which differ significantly in 
etiology, morbid anatomy, clinical course, and 
treatment : 

1. Renal damage by specific poisons (uranium, mercury, 
carbon monoxide, diethylene glycol).—The main lesion 
here is necrosis of the cells lining the proximal tubule, 
with preservation of the basement membrane, so that 
regeneration of a potent nephron is possible.* This 
syndrome may occur in pure form, or it may be compli- 
cated by more extensive tubular damage when the 
systemic effects of the poison have led to shock and 
consequent renal ischemia. The outlook in uncomplicated 
toxic renal failure is reasonably good. Treatment is based 
on specific antidotes, and on conservative management 
of the oliguric phase.’ 

2. Massive renal cortical necrosis.—This is usually the 
sequel to profound shock, and is especially liable to 
complicate obstetric shock—in particular, concealed 


1. Bull, G. M., Joekes, A. M., Lowe, K. G. Clin. Sci. 1950, 9. 379. 

2. Bull, G. M. In 5th Macy Conference on Rena) Function, New 
York, 1953. 

3. Oliver, J.. MacDowell, M., Tracy, A. J. clin. Invest. 1951, 30, 
1305. 

4. Phillips, R. 


A.. Dole, V. P., Hamilton, P. B., Emerson, K., 


Archibald, R. M., Van Slyke, D. D. Amer. J. Physiol. 1946, 
145, 314 
. Badenoch, W. W., Darmady, E. M. J. Path. Bact. 1947, 59, 79. 
. Oliver, J. Amer. J. Med. 1953, 15, 535. 
. Bull, G. M., Joekes, A. M., Lowe, K. G. Lancet, 1949, ii, 229. 
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accidental hemorrhage. The arudienn can < defined 
with certainty only by direct examination of the kidneys, 
though it may be suspected during life when anuria 
persists longer than a fortnight. There is no treatment 
of proved value, and at necropsy the lesion bears all the 
marks of irreversibility. 

3. Renal tubular necrosis! or “‘ acute renal failure.” 3— 
Oliver * has commented on the terminological diffidence 
which has led his group of pathologists to choose a 
functional designation,’ while BULL’s group proposed a 
pathological term! on the basis of their functional 
studies. Nevertheless, it is essentially to these two studies 
that we owe the definition of this syndrome. Its cause is 
apparently a failure in renal blood-supply sufficient to 
cause widespread damage to individual nephrons, but 
insufficient to cause massive necrosis. Examination of 
the dissected nephrons* shows disruption of both 
epithelium and basement membrane (‘‘ tubulorrhexis ’’), 
and at times rupture of tubules into adjacent veins, as 
originally described by DUNN et al.® in the crush syn- 
drome ; all segments of the nephron are involved, so the 
once-popular term ‘“ lower-nephron nephrosis’’ * must 
be regarded as obsolete. Obstruction of the lumen of 
otherwise intact nephrons is uncommon ; and occasional 
plugging by hemoglobin, precipitated albumin, Bence- 
Jones protein, or aggregated sulphonamide crystals is 
probably the consequence rather than the cause of 
oliguria. The widespread adoption of a conservative 
régime has unmasked a relatively favourable prognosis ; 
previously many patients were killed by excessive 
loads of ineffective diuretic agents, such as sodium 
sulphate, which can be effective only if the nephron is 
iatact. 

4. Extrarenal uremia.—The main cause is reduction 
of renal blood-flow; but entirely extrarenal factors, 
such as increased protein katabolism, often enhance the 
accumulation of urea in the body. The renal ischemia 
is not so gross as to cause either massive or cellular renal 
necrosis ; ‘‘ cloudy swelling’ has indeed been observed, 
but the tubule cells are not necrotic, nor is their function 
necessarily found to be impaired. The outlook is good 
if the primary disease process can be effectively treated ; 
the urzemia does not require treatment in its own right, 
but may point to the need for correcting a diminished 
blood or plasma volume. 

In the management of these syndromes the essential 
decision is between conservative treatment, which is 
appropriate for the first three syndromes, and active 
replacement of blood, plasma, or salt and water, 
which is indicated in the fourth. Broadly speaking, 
we have on the one hand kidneys which cannot handle 
effectively whatever load of fluid is brought to them, 
and on the other hand kidneys which can function 
but are not being given the blood with which to make 
urine. If we could examine a sample of nephrons, the 
distinction would be easy ; but clinically it is often 
far from easy, mainly because the syndromes of acute 
tubular necrosis and of extrarenal uremia may have 
a common background in shock, hemorrhage, and 
dehydration. Everyone agrees that overt anzmia, 
shock, and dehydration must be corrected by replace- 
ment of the appropriate fluid—blood, plasma, or 
saline. In particular, hypotension. must not be 
allowed to persist, and its correction may occasionally 
require administration of noradrenaline as well as 
fluid replacement. Opinion is more divided on whether 
to treat biochemical electrolyte abnormalities : Bux ! 
makes a good case against the “‘ cosmetic treatment ”’ 
of abnormal serum biochemistry; whereas Ham- 
BURGER’s group? believe that a low serum-sodium 
level often implies cellular overhydration, and they 
advocate its correction by hypertonic saline. 
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Mzroney, a with a larg ge experience of battle casualties 
in Korea, emphasises the need for transfusion and 
fluid replacement ; whereas VAN SLYKE," in a recent 
review based on civilian practice, pays more heed to 
impaired tubule function and conservative treatment. 
In the best surgical and obstetric practice conservative 
treatment is at present in vogue, and we see fewer of 
the tragedies of saline overloading and pulmonary 
cedema ; but the right time to institute conservative 
treatment is after—not before—-correction of anzemia, 
hypotension, and dehydration. No single régime is 
appropriate for all patients with acute renal failure ; 
conservative treatment is probably the safest in most 
vases, especially because of the very real risk of 
pulmonary cedema in acute renal failure.* But the 
good results of conservative treatment should not 
cause us to forget that there are some patients who 
need transfusion or saline infusion, especially perhaps 
in traumatic surgery “; and others who may have 
their life prolonged towards possible recovery by the 
artificial kidney, or by peritoneal or other dialysis.!° 


Cardiac Arrest 


CARDIAC arrest may be due to ventricular fibril- 
lation or to ventricular standstill. Interest in these 
conditions has been stimulated by their occurrence 
during operations for the alleviation of congenital and 
rheumatic heart-disease, particularly under hypo- 
thermia. The introduction of treatment by electric 
defibrillators, and recently by electric stimulators, 
may prove very important. Ventricular fibrillation 
is an uncodrdinated type of contraction, which, despite 
a high metabolic rate of the myocardium, produces no 
useful beats. Thus the result of both fibrillation and 
standstill is the same ; arterial pressure falls abruptly 
to very low levels,'* and death from ischemia of the 
brain ensues in six to eight minutes in animals, and 
three to five minutes in man. Where the patient is 
cyanosed severe neurological changes probably take 
place in as little as sixty seconds after cessation of the 
heart-beat.15 Early diagnosis and treatment are 
therefore essential. 

WiaceErs !* gives the causes of ventricular fibril- 
lation in mammalian hearts as : (1) coronary occlusion ; 
(2) stimulation with prolonged direct, alternating, or 
faradic currents, or with brief single shocks applied 
late in systole ; (3) toxic doses of many drugs; and 
(4) mechahical, chemical, or thermal irritants. Myo- 
cardial anoxia should be added to this list. Cardiac 
arrest has been a well-known hazard during anesthesia 
and any surgical operations in patients with normal 
hearts. Probably it is usually due to ventricular 
standstill, though accurate differentiation from fibril- 
lation must have been difficult or almost impossible 
without electrocardiography or direct view of the 
ventricles, because fine uncodrdinated twitchings 
may be invisible through the pericardium and may 
not be felt as the classical “ bag of worms.” ?? Even 
during indirect cardiac surgery, such as BLALOCK’s 
anastomosis, cardiac standstill is the usual cause of 
cardiac arrest, and was the invariable cause in 
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CooLEy’s!® 48 cases. In direct operations on the 
heart ventricular fibrillation is much the commoner 
condition, and this has now been described in 30 cases 
in an important paper by MiLsTern and Brock.!’ 
These workers emphasise the importance of myocardial 
anoxia and the need for continuous inflation of the 
lungs; this also prevents accumulation of carbon 
dioxide, which has been shown to be another cause 
of ventricular fibrillation. Myocardial anoxia may 
be caused by the manceuvres involved in pulmonary, 
aortic, and mitral valvotomy, especially when manipu- 
lation of the valve is prolonged. Many drugs are known 
to cause ventricular fibrillation, including digitalis, 
anzsthetics such as chloroform and cyclopropane, and 
—most important—adrenaline. This drug is effective 
in ventricular standstill but may precipitate fibrillation, 
and probably should not be administered unless a 
defibrillator is available. Diodone, particularly when 
given in large quantities as in angiocardiography, has 
caused ventricular fibrillation, notably in “ poor risk ” 
cases of cyanotic congenital heart-disease, when the 
fall of blood-pressure from peripheral vasodilation 
decreases coronary flow and increases the myocardial 
anoxia. Coronary air embolism usually results in 
immediate ventricular fibrillation and must be guarded 
against in operations on the left side of the heart, and 
during repair of an atrial septal defect under direct 
vision. 

The treatment of ventricular fibrillation is immedi- 
ate cardiac massage ; at present there is no alternative. 
As soon as the diagnosis has been made on the electro- 
cardiogram (and here direct vision of a cathode-ray 
oscillograph gives the most rapid information) or if 
the pulse has disappeared, thoracotomy must be done 
immediately. There may have been warning electro- 
cardiographic changes, such as ventricular extra- 
systoles or paroxysmal ventricular tachycardia, 
indicating increasing irritability of the myocardium. 
A rapid technique should be acquired, even by the 
physician or anaesthetist concerned with special 
investigations in cyanotic congenital heart-disease. 
MILSTEIN and Brock recommend an anterior incision 
through the left 4th, 5th, or 6th intercostal space. 
After spreading the ribs manually, one or both 
hands can be introduced. A diaphragmatic route, as 
described on an earlier page of this issue by Mr. Neri 
and Mr. Lana SreveNson, may be adopted if the 
abdomen is already open. The heart should be 
compressed for a short time through the intact. peri- 
cardium, and if there is no response the pericardium 
should be opened widely to admit both hands. If 
the heart is large enough it should be compressed 
evenly but with considerable force between the two 
hands. If it is small, counter-pressure should be 
applied, not with the thumb, but with the thenar 
eminence. Without these precautions there is danger 
of perforating the heart. MrmusTery and Brock 
recommend compression about 50 times a minute, 
allowing proper filling to take place between each com- 
pression. By this method a palpable radial pulse can 
be generated, and pressures of 70/30 mm. Hg have 
been recorded.!8 Massage must be continued for at 
least ten minutes until there is full myocardial 
oxygenation, and may have to be continued for hours. 
Other mechanical measures may have to be taken to 





18. Deuchar, D. C., Venner, A. Brit. med. J. 1953, ii, 134. 


increase coronary flow; if there is severe valvular 
obstruction it must be relieved as early as possible, 
and normal rhythm is unlikely to be restored until 
this has been done. Coronary flow may also be aided by 
increasing the venous return through tilting the whole 
operating-table into a head-down position, and direct 
aortic transfusion may be necessary. Both these 
measures will reduce the chances of cerebral damage. 
Cardiac massage must be started within three minutes 
of cardiac arrest, and perhaps earlier in cyanotic cases. 
No drugs can take the place of cardiac massage ; but 
a myocardial depressant, such as procaine, can be an 
additional help. Under hypothermia Swan et al.!® 
found that the serum-potassium level was reduced and 
that additional potassium was beneficial, as WIcGERS 
had found experimentally in dogs; but it has been 
of less use in cardiac surgery under ordinary conditions. 
In some patients cardiac massage, or a combination 
of cardiac massage and procaine, are successful, and 
the heart-beat starts spontaneously or with the aid of 
stimulation by flicking or a prick from a needle. In 
other cases electric defibrillation must be attempted 
when the myocardium has recovered tone as a result 
of oxygenation from cardiac massage. Defibrillation 
should not be attempted until this has been 
achieved, except, occasionally, where the apparatus 
can be applied within a minute of the onset of 
fibrillation. 

In 1899 Prevost and Barre.” showed that the 
passage of a small current through the mammalian 
heart caused ventricular fibrillation. Hooker et al. 
showed that in dogs a larger current of 1 amp., of 
short duration, rendered all muscle-fibres refractory at 
the same moment and would therefore defibrillate the 
ventricles so that natural coérdinated beats could 
return. Mackay et al.?” showed that shocks of 
0-09-0-4 amp. always caused ventricular fibrillation, 
whereas 1-5-3-8 amp. defibrillated. The resistance of 
the human heart is about 50 ohms,?* so 100 volts 
applied directly to the heart will give a suitable 
current of 2 amp. The duration of the shock should 
be 0-1-0-2 second, and alternating current of 50-60 
cycles per second seems necessary. If a single shock 
is not effective, WiccErs 24 undertakes serial defibril- 
lation with from three to seven weaker shocks at 
intervals of one or two seconds. Many defibrillating 
machines have been described.252® The passage of 
these large electric currents causes risk of burning the 
epicardium, and large electrodes covered with thick 
cloth moistened with saline should be applied on 
either side of the heart. Mister and Brock state 
that electric defibrillation has been successful in 
6 out of 14 episodes in which it was used. 


In surgical practice ventricular standstill must, 
of course, be immediately treated with massage in the 
same way as ventricular fibrillation. Calcium chloride 
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increases the force of cardiac ‘contraction end is 
occasionally useful. Adrenaline is quite likely to be 
successful, but may provoke ventricular fibrillation. 
In cardiac arrest, primary or after ventricular fibril- 
lation, a new and theoretically excellent method of 
approach has been made with an artificial pacemaker.?? 
An electric pulse, too small to cause ventricular 
fibrillation, is applied in the region of the sino- 
auricular node. The pulse must be short so that it 
does not occur during the vulnerable period of late 
systole and is repeated slightly faster than the natural 
rate; a simple thyratron oscillator circuit has been 
found to give satisfactory results.?® 2° 29 

Ventricular fibrillation, or standstill, are common 
occurrences in medical practice. They may take 
place unexpectedly as a result of coronary disease or 
accidental electrocution, and under these circum- 
stances treatment is unlikely to be in time ; but they 
occasionally occur during medical investigations such 
as angiocardiography and catheterisation, or during 
treatment with drugs such as quinidine. When 
cardiac massage is difficult or impossible intra- 
cardiac adrenaline is usually administered. This drug 
may be effective when cardiac arrest is due to ventricu- 
lar standstill, but may cause ventricular fibrillation. 





 % Sees, 7 C., Bigelow, W. Ann. Surg. 1951, 134, 8. 
Zoll, P. M. New, ~— J. Meds 1952, 247, 768. 

39. Rosenbaum, J. B., Hansen, D. J. Amer. med. Ass. 1954, 155, 
1151. 


Closed. chest 2a electric defibrillation would then be 
the best method, but would have to be started 
probably within a minute of arrest. Success has been 
achieved only with small animals and with an infant.?® 
It has been estimated that, in order to pass the 
required current of 2 amp. through the heart of an 
adult, 2000-3000 volts, yielding currents of 30 amp., 
might have to be applied to the chest wall; so much 
current would be dangerous to both operator and 
patient.** For ventricular standstill external electrical 
stimulation of the sino-auricular node has proved 
more successful, and only a small current is required. 
In animals the pulse has been applied near the sino- 
auricular node by means of a modified cardiac 
catheter,?® and this might prove a practical method 
of treating ventricular standstill during cardiac 
catheterisation. Of even greater interest has been the 
development of an external electric pacemaker for the 
treatment of ventricular standstill due to Stokes- 
Adams disease.** 8° The negative electrode is placed 
at the point of maximum cardiac impulse and the 
positive electrode on the right anterior chest. The 
artificial pacemaker has been used to take over the 
heart-beat and has successfully tided patients over a 
dangerous series of attacks until a remission has 
occurred. 





30. Zoll, P. M., Linenthal, A. J., Norman, L. R., Belgard, A. H. 
Circulation, 4954, 9, 482. 





Annotations 


GOING UP 


For the past year or two the experts have been saying 
that this country was never more prosperous—an odd 
statement in some ways, and particularly galling to those 
whose incomes have not risen with the cost of living. 
Among these the war pensioners, and those old people 
who rely mainly on their retirement pensions, have 
suffered severely ; and the Government, as we record 
on p. 1236, have now decided to increase war pensions 
and allowances, and National Insurance pensions and 
benefits, by amounts that will give them roughly the same 
purchasing-power as they had when the present scheme 
was created in 1946. National Assistance rates are also 
to go up; but, as they date only from 1952, they will be 
raised relatively little: indeed, the new arrangements 
will be criticised on the ground that, though they give 
a good deal of money to people who may not need it, 
the net gain to those in the greatest straits will be very 
small—2s. 6d. a week for a single person and 4s. for a 
husband and wife. On the other hand, with higher 
pensions, fewer people will have to seek National 
Assistance. 

To help finance these higher pensions and benefits, the 
contributions of the employed person and his employer 
will each be increased by 1s., which restores the propor- 
tionate burden on wages to what it was in 1946; but, 
despite this, the burden on the Exchequer will be heavier, 
and its weight will increase immensely in the next couple of 
decades because so many more people will qualify for 
retirement pensions—at present given at 60 to women and 
at 65 to men. Invited in July, 1953, ‘‘ to review the 
economic and financial problems involved in providing 
for old age, having regard to the prospective increase in 
the numbers of the aged,’’ the Phillips Committee? last 
week explained that though in 1979 the number of 
people of pensionable age will probably have increased 





1. Report of the Committee on the ~~ & = Financial Problems 
of the Provision for Old Age. Cmd. 33. H.M. Stationery 
Office. Pp. 120. 4s. 


by only 40%, the pensions expenditure will have doubled. 
Writing before any raising of the rates was announced, 
the committee warns us that if the whole of the pros- 
pective deficit on National Insurance falls on the 
Exchequer, the taxpayer in 1979 will have to find, not 
£70 million a year as now, but £430 million. What the 
taxpayer will be feeling like in 1979 is of course a matter 
of opinion ; but if he is to do what is expected of him 
there will have to be either a considerable fall in other 
expenditure or else a considerable rise in national 
productivity. “The committee rightly points out that 
“the larger the obligations which the state assumes 
towards a future generation of pensioners, the more 
important it is that it should facilitate the accumula- 
tion of real capital assets.’’ In estimating the size of 
the prospective burden on the working members of the 
community, it does not encourage us to assume that the 
rise in the number of the old will be offset by the 
probable fall in the number of the very young. 

The popular belief that people now live many years 
longer than they did a generation ago is of course an 
exaggeration ; and the Phillips report shows that the 
age of the pensionable population is rising only slowly : 
the proportion over 75 years old was 26% in 1951, 
against 21% in 1911; and the expectation of life of a 
man at 65 was 12-0 years in 1952 against 10-8 years in 
1838-54.2. This brief postponement of the end of life 
would clearly not in itself justify the committee’s 
proposal that the age of qualification for retirement 
pensions should be gradually raised to 68 for men and 
63 for women, and the committee puts it forward less 
on biological grounds than frankly as a means of obliging 
people to go on working longer. From this recommenda- 
tion two members of the committee dissociate themselves : 
they, too, are anxious that more people should work 
beyond the present retirement ages, but they think 
sickness and unemployment benefits inadequate to 
meet the needs of the substantial number whose fitness 
has been permanently impaired before they reach those 
ages. ‘‘ We cannot agree,’ they say, ‘* that the com- 





2. Report of Ministry ‘of Health ‘for 1953, part 1, p. 2. 
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munity’s responsibility to such persons is discharged 
by providing benefits only when they reach a point 
where they are physically incapable of work or unable to 
obtain it.’’ On the other hand the committee dismisses 
the proposal that the retirement age for women should 
be the same as that for men: it says that women do in 
practice retire sooner than men—partly because they 
have homes to run, partly because the policy of employers 
leads them to do so, and partly perhaps for reasons of 
health— and, though it evidently does not attach great 
importance to these considerations, it thinks the net 
saving obtainable (about £20 million) insufficient to make 
a change worth while. On this Dr. Janet Vaughan 
expresses dissent, believing that ‘‘ smail savings should 
not be despised’’: the committee, she says, has 
‘received no satisfactory medical evidence that women 
over 60 are less fit than men at that age or less fit than 
they have been during their previous working life ”’ ; 
their expectation of life at the more advanced ages is 
higher than that of men; and she sees no reason why 
one section of the community should be in part supported 
by the rest of the community at an earlier age than their 
coevals. In support of Dr. Vaughan, who seems to 
have the best of the argument, we may recall that the 
lower retirement age for women dates only from 1940. 

The Phillips Committee has much to say about the 
aid required by old people apart from pensions. The 
broad aim, it holds, should be ‘‘ to enable old people to 
live in their own homes where they can continue to be 
happy and useful members of the community, in touch 
with their relatives and neighbours,’ and it rightly 
says that expenditure on domiciliary services can often 
prevent greater cost and suffering later. Discussing the 
various kinds of accommodation old people need, it 
points out that treatment in hospital should be reserved 
so far as possible for those who can profit directly from 
it, and that to embark on long-term building plans for 
maintaining increasing numbers of chronic sick and 
other old patients in hospital would at present be 
premature. 


PAIN IN THE SHOULDER-TIP 

CLINICIANS are well aware that pain from the diaphragm 
may be referred to the shoulder. Sensory fibres of the 
phrenic nerve are distributed widely to diaphragmatic 
pleura and peritoneum, but their stimulation produces 
pain in a small, well-defined area on the medial side of 
the acromium. Since the supraclavicular nerves and the 
phrenic nerve arise from common segments of the spinal 
cord (C3 and 4), this reference is sometimes ascribed to 
defective localisation at a higher level.t On the other 
hand, a peripheral cause seemed likelier from the experi- 
mental work of Pollock and Davis,? whose findings 
suggested that this localisation was associated with 
increased skin sensitivity due to autonomic stimulation. 

Doran and Ratcliffe* have now repeated the earlier 
observations of Woollard et al. Electrical stimulation 
of the phrenic nerve produced pain in the shoulder ; and 
after anesthetisation of the affected area of skin a 
greater stimulus was required for this effect. Stimulation 
of the phrenic nerve in a patient with anesthesia of 
the neck and shoulder after section of the supraclavicular 
nerves again produced pain in the shoulder region. 
These observations suggest that referred pain is due to 
summation of impulses arising from different areas in 
the periphery and passing into a final common tract. 
Why, then, is pain not referred back to the diaphragm ? 
Probably, as Lewis * suggested, skin has such a rich 
cortical representation that it overwhelms the meagre 
representation of the deeper tissues. 
Hinsey, J. C., Phillips, R. A. J. Neurophysiol. 1940, 3, 175. 
: Pollock, L. J., Davis, L. Proc. Ass. Res. nerv. Dis. 1935, 15, 210. 


. Doran, F. S. A., Ratcliffe, A. H. Brain, 1954, 77, 427, 
. Woollard, H. H., Roberts, J. E. H., Carmichael, E. A. 


1932, i, 337. - 
5. Lewis, T. Pain. New York, 1942. 
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MENTAL NURSING PROBLEMS 


As the body which, in 1891, instituted the first course 
of training, and the first proficiency certificate for those 
attending the mentally ill, the Royal Medico-Psycho- 
logical Association are naturally much concerned about 
the staffing plight of mental hospitals. In a new report,} 
they point out that although, since the war, recruitment 
for general nursing has improved considerably, and 
recruitment for mental nursing a little, 1640 mental 
hospital beds were unstaffed early this year. They take 
a realistic view of our sources of supply : ‘‘ The important 
and inexorable fact is that there are not enough young 
women to fill all the vacancies waiting for them.’’ Mental 
nursing cannot claim more than its share, the system 
must be adapted to the number of professional nurses 
available, and “other ranks’? must be made up by 
women who are not seeking a full nursing qualification. 
Some people take the view that such helpers should be 
admitted for training as enrolled assistant nurses (E.A.N.) 
—having in mind how valuable a parallel grade of staff 
has proved in general hospitals.2 The R.M.P.A., however, 
wish to engage such helpers (admittedly of the same type, 
and drawn from the same pool, as those whom general 
hospitals engage for training as enrolled assistant 
nurses) as ‘‘ nursing assistants,’ and to give them a 
simple basic training but no formal course for an E.A.N. 
certificate. Their objections to following the successful 
lead of the general hospitals spring from the fear that, 
were E.A.N. training to be offered, very few nurses would 
persevere with the more difficult curriculum for the 
General Nursing Council’s examination for the mental 
nurses’ register. The association are anxious lest, in that 
case, applicants for the posts of charge nurse, and for the 
higher grades of nursing staff, would become too few to 
fill vacancies, and the whole standard of mental nursing 
would be debased. But they also fear, they say, that 
E.A.N. Status might become such a definite part of the 
mental hospital tradition that it would be difficult to 
abolish—supposing an unforeseen influx of large 
numbers of student nurses ever made this necessary. 
These alarms surely cancel each other out. If the offer 
of E.A.N. training is likely to have an unfavourable effect 
on the recruitment of student nurses, the chances of 
having to abolish-it for the reason given seem neligible ; 
conversely, if student nurses ever became so numerous 
as to make its abolition desirable, clearly it could not 
have had adverse influence on the recruitment of student 
nurses. Both fears, indeed, seem ill founded. The rising 
standard of nursing to be expected from hospitals staffed 
only with people undergoing formal training, whether 
for the mental nursing register or the assistant nurses’ 
roll, might well attract more recruits, rather than fewer, 
to attempt the higher qualification. . 

Certainly the supply of qualified nurses in the mental 
hospitals has been dwindling of late years. This is com- 
monly put down to the lack of ambition in young entrants 
—especially female entrants—to mental nur-ing. They 
do not keep in mind, it is said, what good safe prospects 
this career offers them; ‘‘ but few young people,’ as 
the R.M.P.A. wisely say, ‘“‘ look ahead enough to take 
account of all this.’’ In the case of male nurses, indeed, 
wastage may be due less to a lack of ambition than to a 
normal supply of it: ‘*‘ The student soon learns that he 
can earn so much more in industry than in nursing that 
he gives up the latter for the former and its quick returns.”’ 
The truth is that mental nursing inevitably carries some 
unpopular conditions (evening, night, and weekend duty, 
and the nature of some of the tasks falling to the nurse) ; 
and these unattractive aspects of the work, the R.M.P.A. 
hold, ought to be reflected in pay in comparison with 
other employments. They take a thoroughly realistic 





1. Shortage of Mental Nurses. November, 1954. To be had from 
the hon. secretary, R.M.P.A., 11, Chandos Street, London, W.1. 
2. See Lancet, Nov. 27, 1954, p. 1119. 
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view of the old argument that a student nurse is paid 
by being taught her job: ‘‘she has never been able,’’ they 
say, ‘‘ to accept this way of looking at things. She works 
harder than a good many of her acquaintances and 
expects to get paid for it.’” They might have added that 
in our own interests we should be willing to pay what is 
necessary to attract enough men and women into mental 
nursing. Suitable candidates have a scarcity value which 
we ought to recognise financially. From the Minister 
of Labour’s answer to a question in the House of 
Commons,* it does not appear that the publicity 
campaign, started last April, has had substantial results 
so far. 

Finance is not, of course, more than one aspect of a diffi- 
cult problem: the R.M.P.A. rightly draw attention to the 
value of an enlightened public opinion, careful selection 
and good treatment of recruits, and training given in an 
atmosphere of energy and enthusiasm. ‘‘ The doctors 
and the ward sisters and charge nurses should be 
impressed with the duty of helping in the day-to-day 
teaching of the student nurses.”” The hospital, they 
suggest, should have a training committee which brings 
together doctors, sister tutor, matron, and chief male 
nurse under the leadership of the medical superintendent. 
Above all, the student nurse should be treated as a 
member of the team; and the person who can set the 
tone for this is the doctor: by directing her interest, 
encouraging her to ask and answer questions, and 
training her to use her observation he can turn her from 
a thoughtless, dispirited, flighty, or very tired little 
drudge into a self-respecting person more concerned 
with her duties and responsibilities than her wrongs— 
or even her rights. 


HEALTH IN WAR-TIME NORWAY 


THE effects of the food shortages and other factors 
on the health of the people of Norway in the late war 
have lately been examined by Strom.* The few systematic 
dietary studies that were possible showed that the calorie 
content of the diet was certainly lower than before the 
war. There was less meat, whole milk, cheese, butter, 
margarine and other fats, peas and beans, fruit, sugar, 
and coffee. This was partly offset by increased con- 
sumption of fish, skimmed milk, flour and bread, potatoes, 
vegetables, and cod-liver oil. The fat content of the 
national diet was greatly reduced, and the protein 
content was also less. Intake of minerals and vitamins 
was probably, on the average, satisfactory, although 
some individuals undoubtedly did not get enough. 
Many adults lost a moderate amount of weight, and 
Oslo school-children showed a decrease in average weight. 
Slight signs of undernourishment were common. Nycturia 
was a frequent complaint; so also was amenorrhea. 
Anemia and slight evidence of hunger-cedema were also 
observed, but signs of specific deficiency diseases were 
rare. 

The general appearance of the children was judged 
to have deteriorated. Yet their teeth were much better, 
and enlarged tonsils and adenoids were less frequent. 
Children and youths suffered from a pronounced increase 
in morbidity and mortality from acute infectious diseases. 
How much of this increase was due to a general decline 
in standards of hygiene, and how much to lowered resist- 
ance owing to an inadequate diet, it was impossible to 
decide. The tuberculosis mortality was declining sharply 
before the war; and this decline continued, except in 
the year 1944. There was no evidence from mass radio- 
graphy of any increased morbidity in Oslo, and there 
were no significant changes in the proportion of positive 
tuberculin reactors. Strom concludes that tuberculosis 
was no more widespread, but that those who contracted 





3. Hansard, Nov. 18, col. 541. 


4. Strom, A. The Influence of Wartime on Health Conditions in 
Norway. Oslo: Akademisk Trykningssentral. Pp. 41. 


the disease had more serious and destructive forms, 
perhaps because of their poor diet. Syphilis and gonor- 
rhoea increased greatly during war, as also did deaths 
from violence. The majority of these deaths were 
accidental, but homicides greatly increased ; the suicide- 
rate remained unchanged. 

There was a pronounced decline in diseases associated 
with old age, such as arteriosclerosis, myocardial degenera- 
tion, apoplexy, and chronic nephritis. The mortality 
from diabetes also fell. One cause was thought to be 
the reduction of the calorie content of the diet, and 
especially the lowered fat intake. Maternal mortality, 
infant mortality, and stillbirths ali declined, but women 
and young children were especially favoured by the 
rationing system. The total mortality-rate went up 
slightly, for the decline in the number of deaths from 
degenerative diseases among the old did not counter- 
balance the rise in deaths from infectious diseases and 
violence among the young. 

In Strom’s excellent report statistics are balanced 
and supplemented by clinical and general impressions. 
The specialist reader will probably find here all the 
detailed information that he could reasonably expect 
about the effects of war and dietary restrictions on many 
aspects of health and disease. 


INTRAVENOUS OXYTOCIN 


INJECTED oxytocin stimulates uterine muscle, and 
some patients are very sensitive to its action. Injected 
repeatedly in order to induce labour, it was found 
commonly to provoke distressing uterine “ colic ’’ without 
labour ensuing; and occasionally it caused such tonic 
spasm as to kill the foetus in utero and even to rupture 
the uterus. Many obstetricians therefore ceased to use it. 
In 1948 Theobald ! described slow intravenous infusion 
of minute amounts of oxytocin. He showed that some- 
thing of the order of a thousandth part of a unit of 
oxytocin provoked a uterine contraction. Thus it was 
not surprising that injections of 1-5 units had occasionally 
caused alarming reactions, especially if part of the 
injection had by mischance entered a vein. The value 
of this method has since been confirmed; by careful 
control the stimulus can be increased, decreased, or 
stopped at will. 

In the induction of labour this method is commonly 
combined with artificial rupture of the membranes, and 
reported failures are few. Mauzy and Donnelly * claim 
that intravenous oxytocin will bring about the “‘ taking 
up” of the cervix and that after one or two daily 
infusions labour is usually induced successfully. They 
say (and Stone and Tanz * agree with them) that, in the 
low doses they recommend, thé blood-pressure of patients 
with hypertension is not increased. Thus many young 
women with severe pre-eclampsia in their first pregnancy 
might be spared the cesarean section to which at present 
they may be submitted because labour is unlikely to 
follow rupture of the membranes through a long closed 
cervix. Lubin et al.4 and Carey ® note that labour so 
induced may depend entirely on the infusion ; even late 
in the first stage and in the second stage, stopping the 
infusion brings the labour to a standstill. But Lubin 
et al. state that this usually applies where the oxytocin 
has been given for inertia rather than for the induction 
of labour. This powerful technique has to be applied 
with discrimination. Definite contra-indications would 
seem to include contracted pelvis, previous c#sarean 
section, and high parity. Induction of labour is especially 
indicated in cases of ruptured membranes where labour 








1. Theobald, G. W. Brit. med. J. 1948, ii, 123. 

2. Mauzy, C. H., Donnelly, J. F. Amer. J. Obstet. Gynec. 1952, 
64, 517. 

3. Stone, M. L., Tanz, A. 

4. Lubin, S., Reynolds, 8S. 
Delson, B. 

. Carey, H. M. 


Obstet. Gynec. 1953, 1, 346. 
R. M., Waltman, R., Tisdall, L. H., 
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will not start, of pre-eclampsia, and perhaps of post- 
maturity. In the treatment of inertia, it is important 
uot to administer oxytocin unless there is good evidence 
that the inert labour is hypotonic. Jeffcoate * states 
that pituitary extract enhances the activity of the uterus 
but does not improve its efficiency, and in hypertonic 
inertia it is probably not only useless but dangerous. 

In further work aimed at increasing the method’s 
safety, Hellman et al.?7 and Lubin et al. have assessed 
the effect of oxytocin with the aid of recordings taken 
on a Reynolds strain-gauge tocodynamometer, planning 
the dosage in accordance with the frequency and duration 
of contractions. In this country, Carey ° has introduced 
a ‘ Polythene’ tube through the cervix into the amniotic 
sac and recorded variations in intra-amniotic pressure 
on a sensitive recorder which he believes gives a more 
accurate picture of the uterine tone and the amplitude 
ef contractions. On p. 1191 of this issue, Mr. Holmes 
describes a series of cases controlled by the Lorand 
tocograph. It is encouraging that he obtained useful 
records, since external tocography has several practical 
advantages, including simplicity and almost universal 
applicability. 

It is no longer just to refer to this method as experi- 
mental, but its use should be governed by the most 
stringent precautions, preferably including control by 
tocography, so that the drip flow may be regulated 
according to the frequency and intensity of the uterine 
contractions and discontinued at the first sign of uterine 
spasm or derangement of the foetal heart. 


MIKULICZ-SUOGREN DISEASE 
Johann von Mikulicz-Radecki (1850-1905), assistant 


to Billroth in Vienna, and later professor of surgery at 

Koénigsberg and Breslau, has many claims to fame. He 

introduced two-stage colectomy, lateral pharyngotomy, 

and surgical gloves ; described the foam-cells of rhino- 
scleroma; resected (and reconstructed) an cesophagus 
in 1886; and played a major part (with Thiersch and 
von Volkmann) in the introduction of Listerism to 
teutonic Europe. He was also an accomplished musician 
and a friend of Brahms. Yet to most of us now his name 

is remembered only by Mikulicz’s disease. Such a 

memorial is never very secure, and this one has been 

often assailed ; but it has lately taken a new lease of 
life. 

For several decades after the first description * cases 
of many sorts were described under this name; but it 
was rescued from complete confusion by Schaffer and 
Jacobsen in 1927 ® These workers distinguished Mikulicz’s 
disease (including a familial form), which had a benign 
course and whose cause was unknown, from Mikulicz’s 
syndrome, in which lacrimal and/or salivary gland 
enlargement occurred as part of one of several diseases, 
among which leukemia, lymphoma, and sarcoidosis are 
the only ones that need be considered very seriously 
today. So defined, Mikulicz’s disease was a very nebulous 
entity, diagnosable by exclusion only. In practice, if a 
patient with enlargement of the appropriate glands sur- 
vived for a year or two without showing signs of dis- 
seminated disease, the disorder could then—but not 
before—be termed Mikulicz’s disease. Means of positive 
identification were entirely lacking. Mikulicz had 
described lymphoid hyperplasia and epithelial atrophy ; 
but no more accurate descriptions of the lesions had 
appeared, and histological diagnosis, based as it was on 
so non-specific a picture, was very unreliable. 

6. Jeffcoate, T. N. A. Brit. med. J. 1948, ii, 438. 

7. Hellman, L. M., Harris, J. 8., Reynolds, 8. R. M 
Obstet. Gynec. 1950, 59, 41. 

8. Mikulicz, J. Beitrige zur Chirurgie: Festschrift gewidmet 
Theodor Billroth. Stuttgart, 1892; p. 610. Reprinted and 
translated in Med. Class. 1937, 2, 137. 

9. Schaffer, A. J., Jacobsen, A. W. Amer. J. Dis. Child. 1927, 
34, 326. 
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Last year Morgan and Castleman,!” beginning with the 
observation that six patients in whom they had diagnosed 
malignant lymphoma of the salivary or lacrimal glands 
had survived without recurrence for long periods, 
uncovered an essential fact. These six patients, and 
twelve further patients, showed a specific lesion, not in 
the lymphoid tissue but in the epithelium. With other 
lesions, inflammatory or neoplastic, of these glands there 
may be abundant lymphoid tissue and epithelial atrophy; 
but the epithelial changes are irregular in kind and 
degree, resembling those found in any glandular organ 
in like circumstances. In Mikulicz’s disease the changes 
are inconspicuous but constant. The acini disappear ; 
the duct epithelium proliferates to form solid masses, 
often partly smothered by lymphocytes, of somewhat 
nondescript cells among which Morgan and Castleman 
believe they can recognise the offspring of both the 
epithelial and myoepithelial elements of the duct lining, 
and which they call ‘* epi-myoepithelial islands.” 

This observation adds little to our knowledge of the 
nature and origin of Mikulicz’s disease. But it does 
suggest that the cause of the condition may prove to be 
something affecting primarily the duct epithelium ; and 
it also suggests an analogy with Hashimoto’s thyroiditis 
where closely similar lymphoid infiltration is combined 
with a comparable (and in diagnosis equally important) 
epithelial change to the Askanazy (or so-called Hirthle- 
cell) type. The new observation is important chiefly 
because it provides an objective diagnostic criterion, such 
as has hitherto been sadly lacking. The series described 
by Morgan and Castleman included only one case with 
lacrimal enlargement, and some may cavil at their 
including under the heading of Mikulicz’s disease so many 
eases with salivary-gland enlargement only ; but their 
arguments for the unity of their series will, we think, 
be generally accepted. 

Morgan"! has recently shown that, judged by this 
histological criterion, Mikulicz’s disease and Sjoégren’s 
syndrome may be one and the same thing. One thinks 
of Sjégren’s syndrome !2—!4 as primarily an association of 
deficient lacrimal secretion with rheumatoid arthritis ; 
but in many cases there is also deficient salivary secretion 
and enlargement of salivary glands. Like Mikulicz’s 
disease, it is largely confined to women over 40. Morgan’s 
evidence for their identity is threefold : 

1. Sjégren himself illustrated changes in lacrimal and 
salivary glands ® * which resemble those described by Morgan 
and Castleman ; and Morgan has confirmed this by examining 
Sjégren’s original slides. 

2. Re-examination of the original series of eighteen cases 
of Mikulicz’s disease reported by Morgan and Castleman 
showed that several had symptoms of Sjégren’s syndrome ; 
three had dry conjunctive, and at least three (possibly six) 
had rheumatoid arthritis. 

3. Of ninety reported cases of Sjégren’s syndrome at least 
twenty-five had salivary enlargement. 

It is reasonable enough to regard glandular atrophy 
as the one necessary lesion, in addition to arthritis, of 
all the varied manifestations of Sjégren’s syndrome. 
Mikulicz’s disease may then be regarded simply as a 
form of Sjégren’s disease in which the salivary and 
lacrimal glands are chiefly affected, and in which perhaps 
also the lymphoid infiltration is sufficiently severe to 
produce conspicuous enlargement of the glands. This is 
a satisfying simplification, though of course it leaves us 
no wiser about the cause of Sjégren’s syndrome. Perhaps, 
now that it has so respectable a histological basis, we 
may speak of Sjégren’s disease, rather than Sjégren’s 
syndrome ; and unless indeed we call it (as well we 
might) Mikuliez-Sjégren disease, Mikulicz seems likely 
to vanish from the realm of eponyms. 





10. Morgan, W. S8., Castleman, B. Amer. J. Path. 1953, 29, 471. 
: New Engl. J. Med. 1954, 251, 5. 

Acta Opththal., Kbh. 1933, 11, suppl. 2. 

Ibid, 1938, 16, 70. 

Ibid, 1951, 29, 33. 


11. Morgan, W. 8. 
12. Sjégren, H. 
13. Sjégren, H. 
14. Sjégren, H. 
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Special Articles 


THE LABORATORY PHYSICIAN 
ROLE OF THE CLINICAL PATHOLOGIST * 


E. N. DavEy 
M.B.N.U.L. 


PATHOLOGIST, GLOUCESTER ROYAL HOSPITALS 


In the past thirty years pathology has changed 
tremendously. Its front has broadened in the four 
divisions of biochemistry, hematology, bacteriology, and 
morbid histology, and no one person can now be fully 
informed about all its advances. The result has been a 
tendency to specialise rather narrowly; but clearly 
there must be a limit to the number of special specialists 
that an economy can support. 

Last year the Daily Telegraph suggested that the 
definition of a specialist as ‘‘ one who knows more and 
more about less and less*’ should be altered to ‘“ one 
who knows everything about something and something 
about everything.’ This is the goal towards which 
clinical pathologists should move, especially those in the 
more isolated provincial departments. 

The advice which I always give to the beginners in 
my department, and which is repeated ad nauseam, is 
“remember the most common things are the most 
common.” If the examinations made in a laboratory 
during a given period are analysed it is surprising how 
rarely the unusual occurs—which perhaps after all is 
what is meant by saying something is rare. 

For example, the occasions in the course of a year in 
which the difficult or rare histological slide comes along 
are not frequent. It is then important for the pathologist 
to recognise its oddity and seek a further opinion, and 
we shall be well advised not to try to spread throughout 
the countryside innumerable very specialised histolo- 
gists. What is true for histology is equally true for the 
other branches of our work. Within the scope of the 
competent well-trained clinical pathologist will fall most 
of the frequently needed examinations. 

When plans were being laid for the staffing of the 
major hospital laboratories in my own area it was 
suggested that consultants in each branch of pathology 
should be appointed. Ideal though this may be, to me 
it seemed unnecessary and a waste of the very limited 
number of trained and experienced pathologists available. 
As things have turned out it has proved impossible to 
appoint even junior staff to each section, let alone 
consultants. The result has been that the technical 
staffs are divided into the four branches of clinical 
pathology with no immediate medical supervision in 
each section, and, if what I regard as an intolerable 
position is to be avoided, the consultant pathologist 
must be conversant with each branch. 


The Technician 

This leads me to next question ‘‘ What is to be the 
future relationship between the clinical pathologist and 
the technical staff ?’’ The introduction of the graduate 
biochemist and the increase of non-medical technicians 
has created a position which could easily develop to the 
disadvantage of clinical pathology. 

In the early days of clinical pathology those who 
intended making it their career found it advantageous 
to begin at the beginning—to learn to make media and 
to learn the various anomalies of its preparation that 
could lead to unreliable results; to learn how to cut 
and prepare histological sections; to learn how to 
prepare chemical solutions. Indeed we often spent more 





* From a presidential address, entitled The General Practice 
of Clinical Pathology, delivered before the Association of 
Clinical Pathologists on Oct. 1, 1954. , 
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time in the preparation rooms than in the laboratory 
proper. The junior pathologist of the present day, 
however, often expects to have all this work done for 
him by the technical staff. He argues that he will not 
be called upon to do this work later on—so why waste 
time on it ? 

No more false or dangerous doctrine could be preached ; 
for the man who does not know about these techniques 
will be unable to detect the errors and short cuts that 
tend to creep into our work. He is then at the mercy 
of the technician, who usually is not slow to appreciate 
the fact. 


Not long ago I noticed a change in the character of the 
results we were getting in culturing the tubercle bacillus. 
On inquiry into possible changes in technique I found that 
the technician had decided that it did not matter how long 


the specimens were digested in the incubator during the 
treatment prior to seeding. 


When odd results begin to show themselves in any 
particular work it is usually due to inattention to some 
detail; and unless the pathologist has practised the 
technique himself. it will be hard to detect. Moreover, 
unless it is evident to the technical staff that the details 
of their work are well known to the professional staff, 
the relationship of the two undergoes a most dangerous 
transposition. If we are open to the challenge that the 
technician can do all that the professional pathologist 
does, and do it more expertly, then the claim for a different 
status arises. 

The tendency of the technician to resent the overriding 
position of the pathologist has been accentuated by some 
of the recent mechanical and electrical improvements in 
technique ; for when we make use of instruments like 
the flame photometer, the photo-eleetric colorimeter, or 
the electronic cell-counting machine, the mechanics of 
the test may appear more important than the clinical 
conditions for which the examination is made. Indeed 
the laudable search for methods giving accuracy of 
readings to the ’nth degree may lead people to forget 
that the composition of body-fluids varies minute by 
minute. To know that a certain figure is above or 
below the normal range is often as useful as to be able 
to carry the estimation to the third decimal place. The 
introduction ef the newer types of apparatus, if it 
eliminates personal factors in the evaluation of results, 
must also take away personal interest in the work 
preceding the result, and consequently on occasion lead 
to anomalies going unrecognised. 

Let me remind you of the situation arising in two 
other countries. 


In France, when the hospitals began to use pharmacists for 
some of their laboratory work non-medical laboratory workers 
were allowed to join the Society of Clinical Biology. In 1946 
they succeeded in getting legislation passed permitting them to 
carry out all types of medical analyses. The general prac- 
titioner, receiving the results from the laboratory, is then either 
left to interpret them for himself or is liable to be side-tracked 
by false conclusions. The schism which arose between medical 
and non-medical members of the original society has made it 
necessary to form a new one—the Society of Medical Biology. 

In the United States, in some institutions the laboratory 
findings of technicians are issued unsigned. In some instances, 
again, technicians are attracted away from the laboratories 
(where they are supervised by pathologists) and join the 
private medical establishments of clinicians who do their 
own interpreting. 


Either of these things could easily happen here, to the 
detriment of medical practice. 


The Clinical Side 


The key to a proper relationship between the profes- 
sional and technical staffs is, I believe, the term “ clinical.” 
Our society has always insisted that as clinical pathologists 
we take our pathology to the bedside and to the patient ; 
and it is by this that the professional pathologist can be 
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distinguished from the technicians, graduate or otherwise. 
This clinical side of our work is both very important 
and capable of great expansion. 

Up to the 1920s pathology was mainly academic and 
diagnostic, and there was some justification in the view 
that it was a ‘‘ backroom ’’ science—that, having recog- 
nised the tumour or the microbe or the blood-cell or the 
cause of death, the pathologist had fulfilled his purpose. 
Indeed today many people can be found who support 
the idea that the biochemical aspect of the work is for 
the biochemist, the bacteriological aspect is for the science 
graduate in bacteriology, and the blood-cell is the 
peculiar property of the clinician, leaving the pathologist 
with only the morbid anatomy and the necropsy. If 
that view is sustained, clinical pathology will pass away. 

But since the ’20s the introduction of insulin, liver 
extract, sulphonamides, antibiotics, and the like has 
changed the function of the clinical pathologist from one 
of diagnosis alone to one of diagnosis and treatment, of 
cause and effect. The list of maladies and deficiencies 
in which the physician and surgeon must turn to the 
laboratory for advice on treatment and on its control 
grows yearly longer. Pathology is no longer a dead 
subject but a living science ; and the part the pathologist 
plays, or should play, in clinical work makes it desirable, 
I think, that he should be regarded not as a technician 
but as a species of physician. We use our laboratory 
instruments in the same way as the ordinary physician 
uses his ophthalmoscope, his blood-pressure apparatus, 
and his patella hammer, and our true function would, 
I believe, be clearer if we took the title of laboratory 
physician, with charge of the department of laboratory 
medicine. Such a definition might indeed help to clarify 
our position in relation to the Royal Colleges—one which 
is giving rise to much thought and perplexity. 


Science and Art 


What then should be the aims of practice of the 
laboratory physician ? 

We were accustomed in the past to hear about the 
art of medicine. Latterly we have become obsessed with 
the science of medicine. But the old part is not necessarily 
the enemy of the new, for the art of medicine now lies 
in knowing when to use ‘the science. It is in this art 
that the future pathologist should be well versed, when 
it is to be applied to suffering humanity. There is a 
risk of forgetting the human side, in the pursuit of some 
scientific fact or success. Indeed the hyperscientific 
approach may be responsible for many of the miseries 
of modern medicine. 

At Gloucester we have been fortunate in keeping an 
outpatient department in clinical pathology, though we 
have not got the small number of beds that I should 
like to see available to the laboratory for special cases. 
Also we have discouraged postal pathology, and by these 
means we have retained the clinical aspect of our work. 
The importance of this attitude cannot be overstated. 
Even among the most eminent physicians and surgeons 
one often finds uncertainty about the application of this 
or that examination, so that all sorts of hares may be 
started unless the pathologist is given a chance to assess 
the possibilities in the given case. By a policy of peaceful 
penetration into this domain the pathclogist can save 
himself many hours of fruitless labour; and I contend 
that his training and his position in relation to his 
clinical colleagues should enable him to do it. 

Clinical contact also prevents pathologists from falling 
into many a pitfall. They often complain, with reason, 
that they are given inadequate information and material 
on which to report. To see the patients, take a history, 
and where possible to take the necessary samples, is of 
untold advantage. 


I recall the case of a young child with a leucocyte-count 
of 80,000 per c.mm., of which about 80% were lymphocytes. 
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A clinical apprisal at the bedside revealed a case of whooping- 
cough, and an assistant was prevented from making a more 
alarming report. 

A young intending emigrant whose blood examination 
revealed a positive Wassermann and Kahn reaction was saved 
a refusal of papers when it became known, on taking a history, 
that she had very recently been vaccinated against smallpox. 

A night-watchman, frequently found unconscious in hypo- 
glycemic attacks, had his illness explained when on one visit 
to outpatients he was accompanied by his wife who was 
known to be a diabetic. She had been feeding her husband 
on the same diabetic diet as she was having herself. 


There is yet another, more personal, advantage to be 
gained by contact with the patient. Most of us, when 
we set out to become medically qualified, had a desire 
in some form or another to help our fellow men to 
overcome their ills. To be divorced from the patient 
and work wholly in the laboratory can stifle such a 
desire. The satisfaction that can come of actually 
observing the result of one’s labour is lost to those who 
remain out of sight. 


The Choice Before Us 


Three possible courses seem to be open to the clinical 
pathologist. 

(a) He can concentrate on the technical side of his work. 

(b) He can revert to his former réle, concerning himself 
mainly with morbid anatomy and histology. 

(c) He can develop a proper consultant status, whose 
relationship with the general practitioner and the patient is 
similar to that of a consulting physician or surgeon. 


If the pathologist cultivates a purely technical outlook 
his long medical training will be so much wasted effort. 
His clinical colleagues, feeling that they are in more 
direct touch with the patient and have more responsi- 
bility, will claim a degree of superiority which must 
abolish the equality of status which has lately been 
recognised. Rubber-stamp pathology will be perpetuated, 
and young medical graduates will no longer wish to 
become clinical pathologists. 

If he reverts to his former position as a morbid 
anatomist he will in effect be abandoning microbiology, 
hematology, and biochemistry to non-medical workers, 
who will often interpret their results without sufficient 
knowledge of the limitations of the examination per- 
formed. Any claim to the title of ‘‘ clinical pathologist ”’ 
will be difficult to maintain. 

The third alternative is the development of a consultant 
status as distinct from a merely specialist one. There is 
a difference far greater than in name alone. For the 
pathologist to report that a patient has an infection 
sensitive to this or that antibiotic and take no further 
interest in the matter is to my mind just as illogical 
as it is for the clinician to note that this or that anti- 
biotic is indicated and take no interest in the type of 
organism concerned. To take another example, it is 
wrong that a surgeon should expect the pathologist to 
provide blood for transfusion when nothing is known 
about the patient’s own blood at the time. 

Recently a case came to my notice in which a gynecologist, 
about to perform a hysterectomy because of menorrhagia, 
was supplied with blood on request without a proper full 
examination. The operation was successful ; but the anzemia 
remained and the patient was found to have myeloid leukemia. 
Had the pathologist been looked upon as a consultant rather 
than a technician, this would probably not have happened. 


The policy of giving general practitioners ‘‘ open 
‘access’’ to the laboratory has made it even more 
necessary that the pathologist should be both “ clinical ”’ 
and a “ consultant ’’ in the same sense as the physician. 
Uniess the pathologist is prepared to look upon his 
problems clinically, and accept clinical responsibility, 
logic will remain on the side of the old system whereby 
all patients coming to hospital for pathological investiga- 
tion had to beeen first by a clinical member of the staff. 
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For the practice of clinical pathology as a consultant, 
there is ample scope in the modern hospital ;- and there 
should be many more consultant pathologists needed 
than are available or than the Ministry of Health at 
present allows the boards to appoint. But the person 
who undertakes this work not only needs an adequate 
knowledge of the conditions likely to be encountered but 
must also have practised the techniques of all branches 
of pathology 

* * * 

In short, the pathologist should aim at proficiency in 
the clinical as well as the technical aspects of his craft. 
By a constant and critical improvement of both these 
qualities, we must seek to demonstrate the very real 
value of the laboratory physician both to our colleagues 
and to patients. 


Occasional Survey 


RESPIRATORY ADAPTATION 


In the present age it is of particular interest to discover 
how the human body achieves its remarkable adaptations 
to extreme conditions. Machines can travel at heights, 
depths, and speeds too great for life to be sustained 
without special protective measures. Often these 
measures are not fully effective; and it is therefore 
necessary to find out how far man can adapt himself, 
and how long he can endure environmental extremes 
should these measures fail. 

At great heights, owing to the low partial pressure 
of O, (pO,), the main problem is the supply of this gas to 
the tissues. Life and work can be maintained without 
effort at 1/, atmos. provided pure O, is breathed. At 
this pressure oxygen is non-toxic. (At 29,000 ft. the 
barometric pressure is 236 mm. Hg and the O; pressure 
less than a fifth of this.) If exposure is brief, lower 
pressures can be endured, particularly if there has been 
preliminary acclimatisation. But in respiration man 
not only takes in oxygen, but excretes waste substances. 
In closed machines the disposal of these—especially 
CO, and the gases made by, or leaking from, machines— 
is a considerable problem. If at sea-level a man suddenly 
breathes a mixture containing 5% CO, (about 35 mm. Hg) 
he soon finds it intolerable. If the co, pressure increases 
at a rate not greater than 7-10 mm. per hour he can 
endure and even work in this concentration for some 
hours. In a machine the increase is likely to be slow. 
Laboratory animals have been acclimatised to as much 
as 20% CO,; and sudden reduction from this high 
concentration to a normal one may result in convulsions. 
Thus, much adaptation can take place even to this 
violent stimulant. 

These extreme conditions are in part extensions of 
more familiar ones, and it is therefore helpful to acquire 
all possible information about such ordinary things as 
muscular exercise. What occurs in the course of the 
adaptation called training? The athlete has little 
excess body-fat, and at rest his pulse-rate is slow. Thus, 
he carries less Weight and has a greater than usual 
cardiac stroke-volume. When comparison was made 
of exercise in an untrained and in a trained man it was 
found that in the former the metabolic rate might 
increase eight to ten times, but in the latter twelve to 
twenty times and with less subjective exhaustion. Both 
suffered an increase in pulse-rate, but since the athlete 
began from a lower level his cardiac output was 177 ml. 
at a pulse-rate of 118 per min., whereas the other had a 
maximal output of 95 ml. at 160 beats per min. In 
both, also, the systolic pressure rose, but at a given 
pressure the athlete was performing twice as much work.? 
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The blood of the athlete changed only a little from the 
normal, but in that of the untrained man there was a 
considerable reciprocal change in carbonic and lactic 
acids, the latter coming from the working muscles. 
Thus the untrained man uses much of his reserve energy 
in supplying his tissues with O,; his chemistry diverges 
greatly from the normal; and, in addition, his muscles 
actually use O, inefficiently. Training apparently causes 
a direct change in the oxidative processes of muscles 
by which they do the same amount of work on less O,. 
Thus, improved performance does not depend only on 
increased efficiency of breathing and circulation? It 
has been shown that mice acclimatised to work at high 
altitude—i.e., with increased O,-carrying capacity owing 
to a rise in red blood-cell count—can, even after bleeding 
which brings the red-cell count down to a sea-level value, 
still do more work than unacclimatised controls. 

Any adaptation to exercise depends in the first instance 
on respiratory responses. Changes in ventilation occur 
quickly, and it has not been finally decided how these 
are brought about. There is general agreement that the 
respiratory centre-is highly sensitive to a small increase 
in arterial pCO,, and also to an increase in H ion con- 
centration due to other acid radicles. In the absence of 
an increased pCO, it is less immediately sensitive to 
reduction in pO,. It is usually stated that anoxia, unless 
extreme, is an effective stimulus only because an increase 
in pCO, inevitably occurs. It is here that difficulties 
have arisen. The minute volume of ventilation during 
exercise may be nearly twice that found when high con- 
centrations of CO, are breathed—i.e., an increase in 
pCO, appears to be insufficient to account for the hyper- 
pnea, even if allowance is made for the slowly increasing 
lactic-acid concentration. It has been suggested that 
the difference may be due to a specific muscle metabolite,® 
and an unknown exercise stimulus which is additive 
in its effects to those of pO,, pCO,, and H*.* 

This question has been examined again by Bannister, 
Cunningham, and Douglas in Oxford.’ An initial experi- 
mental difficulty was to relate alveolar to arterial gas 
tensions. There has long been argument as to how a 
representative sample of alveolar air may be collected, 
and whether or not it mirrors the arterial gas tensions. 
In a short period not all alveoli contribute equally to the 
expired air. Those lying on the main air path may be over- 
ventilated, those more deeply placed under-ventilated. 
Further, the lungs are not evenly and equally perfused 
by the blood. Then, in addition to the anatomical dead- 
space, there is a physiological dead-space which alters 
with change in rate and depth of breathing. All this 
means that alveolar samples must be collected in such a 
way that errors cancel each other out. In cardiac and 
pulmonary, disease accurate sampling is even more 
difficult, since the various sources of error change in 
differing degrees. 

The Oxford workers have re-examined the response 
to exercise when breathing air or air enriched with O,. 
They found that, where the latter was breathed, during 
maximal or submaximal exercise the alveolar pCO, 
was at least 4-9 mm. higher than when air only was 
breathed. At the same time blood lactate and pul- 
monary ventilation were both reduced; pulmonary 
ventilation was reduced by 5-25 litres per min. When 
O, want was abolished in this way the ratio between 
pCO, and pulmonary ventilation paralleled, but was 
not superimposable on, that found during CO, inhalation 
at rest. Thus, they confirmed that CO, alone does not 
account for hyperpnea. They further point out that 
when exercise stops, alveolar pCO, falls well below 
levels recorded during rest. Hyperpnoa persists, how- 
ever, and so does acidosis due to the more stable and 
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slowly excreted blood-lactate. They suggest that in 
exercise the respiratory centre develops a lowered 
threshold of response to CO,. To test this, during the 
phase of CO, depression they added enough CO, to the 
inhaled air to bring the alveolar CO, back to the value 
found during the preceding exercise. The resulting 
ventilations were far greater than those produced by 
inhalation of the same CO, mixtures before exercise, and 
were, in fact, almost comparable to those recorded during 
exercise. This confirmed the impression that the respira- 
tory centre had developed a lowered threshold to CO,, 
the probable causes being accumulation of lactic acid 
in the blood, some degree of anoxia, increased body- 
temperature, and perhaps also reflexes from the active 
muscles and cerebral cortical stimuli. Not everyone 
may agree with these conclusions, but it would be 
satisfactory to think that no factor so far unidentified 
need be considered. 

Bannister and Cunningham ® made further observa- 
tions on the effect of O, on exercise. As might be expected, 
the addition of O, to inspired air improved perform- 
ance. It also gave rise to impressive subjective effects. 
With 66% O, some subjects felt mentally elated and 
as though they could run indefinitely despite having 
completed a run to exhaustion the previous day. What 
at first sight is surprising is the finding that exercise 
could not be so long maintained when breathing 100% 
O, as when breathing 66% O,, and that there was a sense 
of discomfort rather than of well-being. There were 
reasons for thinking that neither the working muscles 
nor the heart were adversely affected. They suggest 
that the discomfort may be due to the central nervous 
system being exposed to abnormally high concentrations 
of O,. As a result, the hemoglobin passing through the 
brain may not be reduced and therefore the buffering 
capacity of the blood may be impaired, so that a small 
increase in tissue CO, occurs, which plus the high O, 
may disturb the central nervous system. 

What, then, limits the duration of work or its magni- 
tude? The magnitude is obviously related to bone 
strength and muscle leverage. In healthy people the 
duration of work seems to depend on available O,, 
carbohydrate, and water more than on pulmonary and 
cardiovascular capacity. At the end of a marathon run 
hypoglycemia is present.? From measurements of 
respiratory quotient it is evident that carbohydrate 
has been consumed. This is not unexpected, since the 
enzyme system of muscles is geared for the use of glycogen. 
Also, for the amount of energy it supplies, carbohydrate 
is more economical of O, than of protein or fat. When 
glycogen reserves run low fat is used, being first converted 
to carbohydrate. Inevitably water has been shifted 
from the blood and tissues to the surface in the course 
of temperature control. The rate of ite loss will depend 
on the external temperature. It has been observed that 
the dog is almost tireless provided the external tempera- 
ture is low and adequate fuel and water is supplied. 
In one case a dog ran for 17 hours with 5-min. rest 
pauses every half-hour. In that time it ran 82 miles and 
climbed 14 miles with a total energy output of 
150,000 kg.m. per kg. of body-weight. It was not tired 
at the end. This dog was capable of expending energy 
21/, times greater than that of an athlete. Its perform- 
ance may be compared to those of men who for days 
on end continuously dance, push peanuts with the nose, 
play the piano, or talk. The central nervous system 
seems to be the final limiting factor. 

In health the actual work of breathing is but a small 
proportion of the whole. At rest only inspiration involves 
work. In vigorous exercise, because the rate of breathing 
has increased, elastic recoil is too slow a process and more 
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or less active expiration occurs. Even then the cost is 
only about 2 ml. O, per litre of ventilation.® In healthy 
individuals at sea-level the critical limit is probably 
never reached. Where there is cardiac or pulmonary 
disease the state of affairs is quite different. Any factor 
reducing the available surface for gas exchange means 
more energy expenditure to obtain a given amount of 
O, for the tissues as a whole. Similarly any loss 
of pulmonary elasticity means greater work for the 
respiratory muscles.?° 

These considerations bring us full circle to the problem 
of breathing at high altitude, where the rarefied air 
is more easily compressible than at sea-level. If at any 
barometric pressure a man develops maximal inspiratory 
or expiratory pressure against a manometer the volume 
of the lungs increases or decreases so that the muscles 
involved shorten and so exert less force than they could 
have at the original volume. This is of particular 
importance at low barometric pressures because then the 
pressure developed by the muscles is a larger proportion 
of the total pressure. There is, however, a compensation. 
At very low pressures turbulence of flowing gases is .so 
reduced that the work of respiration is made easier and 
maximal voluntary ventilation can actually be increased.°® 
Finally, if slight anoxia reduces the threshold of the 
respiratory centre to CO,, it is doubly necessary to keep 
down the CO, concentration of enclosed environments 
at low barometric pressures. 

Mary PICKFORD. 


Public Health 


More Children at Home 


A FEW weeks ago ™ the L.C.C. announced its decision 
to appoint two children’s officers for preventive welfare 
work. An informal and unobtrusive start with this 
project has apparently already been made, and the report 
of the children’s committee presented to the council on 
Nov. 16 gives details of what the children’s area officers 
have achieved in the first six months of this year. 

From all the applications received, 555 were selected, 
where the family seemed likely to benefit from support 
and advice. By putting the parents in touch with home- 
help services, day-nurseries, and voluntary organisations 
the child-welfare officers in the end found it necessary 
to take only 48 of these children into the council’s care. 
The work, the report points out, has a slow but steady 
educative effect. 


“ Parents get to know that reception into care is regarded 
as the last resort by the Council’s officers, who first consider 
applications on the basis of how to avoid removing a child 
from home or from a familiar neighbourhood environment ; 
and that there are other services available to assist parents 
to help themselves and keep the home going in a domestic 
emergency without the necessity for children being taken 
into care.” 


Further support for this work is now offered by the 
Minister of Health,'*? who has urged local authorities to 
make full use of their domiciliary sefvices to keep 
troubled families together. Family difficulties often 
start with the illness of a parent, especially the mother. 
But by providing domestic help, or a sitter-in, if the 
father is on night work, it may be possible for the children 
to continue to live at home. Many authorities already 
offer this kind of help under sections 28 and 29 of the 
National Health Service Act, 1946, and the Minister asks 
all authorities to consider whether more could be done 
in this way. 

Children in problem families, where one or both parents 
are infirm or of low intelligence, are peculiarly exposed 
to physical neglect and risk of mental illness. Problem 
families thus tend to reproduce themselves and “ cost 
the community an expense out of all proportion to their 





9. Otis, A. B. Physiol. Rev. 1954, 34, 449. 
10. Christie, R. V. Proc. R. Soc. Med. 1953, 46, 381. 
11. Lancet, Nov. 6, 1954, p. 976. 
12. Cireular 27/54. 
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numbers.” Preventive | measures to inh this vicious 
circle would, in the Minister’s view, be a proper exercise 
of the local health authorities’ powers and he sees the 
health visitor as the appropriate executant since she is 
likely by reasoa of her work to recognise early signs of 
failure in a family. To her also, family doctors and 
other health and welfare workers should report signs of 
deterioration in a family. 

The Minister is reluctant to anticipate the report of 
the Working Party on the work and training of health 
visitors and school nurses, which is expected early next 
year, but he suggests that the duties of health visitors 
might be rearranged to give them more time for pre- 
ventive work among these families. Much can be done, 
the Minister believes, within the existing framework, and 
he hopes that authorities will regard any necessary 
expansion ‘‘ not as designed to entail additional expense, 
but as an overall economy to public funds.” 


School Epidemics 


As we stated last week, a few of the outbreaks that 
have been affecting schools in many parts of the country 
have been definitely identified as influenza B, and many 
more are probably due to this virus. On the other hand, 
a small proportion cannot be attributed to this cause. 
In the last two weeks the number of new claims for 
sickness benefit has increased, which indicates that the 
virus is now attacking more adults. The areas most 
heavily involved have been Northumberland, Durham, 
the West Riding, and Lancashire; and there have been 
many cases in Wales. Recent reports show that a similar 
infection has got going in Edinburgh, Aberdeen, and 
elsewhere in Scotland. So far there has been relatively 
little to report from the south of England. 


Statistics from Certificates 


The second in a series of digests of statistics relating 
to sickness and injury benefits has now been published 
by the Ministry of Pensions and National Insurance. 
Based on the medical certificates of incapacity furnished 
to the Ministry in the years 1951 and 1952, the statistics 
have been compiled to meet the requests for information 
received from time to time from medical research- 
workers, medical officers of health, and others interested 
in the Ministry’s records. The material has been analysed 
even more fully than in the first digest,? which dealt 
with the year 1950. There is new statistical information 
on the occupations of the claimants; and figures for 
populations at risk have been analysed to show their 
relation to occupation, industry, and area. The digest 
furnishes formidable evidence of the magnitude of the 
task facing the planners of the proposed extensions to 
the occupational health services. 





1. Ministry of Pensions and National Insurance : Digest of Statistics 
Analysing Certificates of Incapacity. 1951 and 1952. 
2. See Lancet, 1954, i, 111. 


Infectious Diseases in England and Wales 
Week ended November 
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Disease yt _ 
6 ke eee ee 
Diphtheria ‘2 oe ss s3 14 | 17 17 19 
Dysentery és 7” _ - 468 | 575 413 447 
Encephalitis : | | | 
Infective +s na ea oe 3 3 | 4 1 
Postinfectious oh a 2 1 | 2 
Food-poisoning - i 164 190 | 177 321 
Measles, excluding rubella .. «. | 4639 | 4223 4739 | 5272 
Meningoc occal infection ade “% 19 26 | 30 | 27 
Ophthalmia neonatorum os os 32 27; 34) 32 
Paratyphoid fever es _ 14 1l | 13 | 7 
Pneumonia, primary or influenzal -.; 351 432 451 614 
Poliomyelitis : | 
Paraly ytic rn is ee és 36 43 39 34 
Non-paralytic — ae as 23 24 18 16 
Puerperal pyrexia xf < aa 240 214 214 242 
Searlet fever .. * “s e 636 725 836 849 
Smallpox . v A 
Tuberculosis : ; 
Respiratory . i an 700 797 703 640 
Meninges and O.N.S. : on 14 15 10 13 
Other. . ‘ 75 119 | 94 96 
T phoid fev ver .. - = a 2 2 | 4 3 
Whooping-cough rs Ss -- | 1953 | 1939 | 2195 2361 











*Not including late returns. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


REVIEWS in this journal are unsigned; but the honour 
of introducing a work of outstanding greatness comes 
but rarely, and it is not fitting that so great a privilege 
should pass shrouded in anonymity. The Lancet is 
therefore making an exception to this tradition for its 
review of Professor Herzschmerz’s recently published 
Einfiihrung in die Elektrocardiographie. 


The title of this work is unpretentious, for it consists 
of 14 volumes, comprises some 15,000 pages and contains over 
27,139 references. Volume 1 deals with the configuration of 
the P wave, and the first seven chapers are devoted to its 
absence. Each subsequent volume describes a part of the 
complex in some detail, and the author is to be congratulated 
on his masterly division of the QRs complex into its three 
components. Volumes 12, 13, and 14 are wisely set aside for 
a very comprehensive index and list of references. 

The author succeeds admirably in his aim to remove 
prejudice against the use of exploring electrodes introduced 
directly into the ventricle through the intercostal spaces. 
There is a fascinating account of the use of umbilical leads 
in neonates, and a chapter on the electrocardiogram of the 
dachshund is an interesting novelty. There are a few minor 
points of criticism although these need in no way detract 
from the general high standard. On page 853, line 4, the word 
potassium is misspelt ‘‘ potasium,”’ and the illustration of 
dextrocardia is unfortunately printed upside down. The 
effect of uranium on the U wave is dismissed in eleven 
pages, whereas a whole chapter is given to calcium lack. 
The recent work of Knicker, Smith, and Bocker on Triaxial 
Vector Gradients will no doubt be included in a subsequent 
edition. The colour of the cover is in pleasing harmony with 
the shade of the wrapping, but the weight of the volumes 
makes reading tiring on the arms. 

These 14 volumes represent everything which the cardio- 
logist, the consulting physician, the physiologist, the post- 
graduate, the experimental worker, and the medical student 
needs to know about the subject, and form an invaluable 
work of reference for general practitioners and technicians. 
It seems almost too much to hope for an English translation 
soon, in order to widen still further its field of usefulness. 


Henry BERTIMER. 
. 7 * 


A pair of swans swimming along the main street of 
the old town dast week gave that comical touch which 
brings out the best of human nature in adversity. The 
people hanging out of the upstairs windows threw down 
crusts and wisecracks to the gentleman in the rubber 
dinghy. The school kids cheered every time he got his 
feet wet rescuing damsels in distress. He was having a 
whale of a time. Our office phone crackled with cries for 
help. Someone wanted to know where to put a marooned 
Scottish race-horse; we told him. The river swirled 
dead sheep and poultry beneath the groaning arches of 
the ancient bridge ; the iron railings bent like plasticine. 
The oldest inhabitants had told us it was a damfool 
place to build a housing estate. A lady telephoned to 
say that she had a slate loose. 

When the level dropped in the late afternoon we waded 
in the wake of the swans to count the score. Dirty 
stains to the mantelpiece level, the roadside drains 
oozed unmistakable sewage. Meals on wheels, willing 
hands for the old folk, bags of coal and kindling, coconut 
matting and bucketfuls of kindness from every quarter. 
An outraged ratepayer phoned to complain that a 
cow’s entrails were festooned on a tree in his garden and 
would we kindly remove them forthwith. We detached a 
volunteer to speed the union of the offending tripes with 
their parent body beyond the Borough boundary some- 
where towards the sea. 

But the worst was yet to come. The river played the 
dirtiest trick of all by swamping the cold store. We 
gazed with heavy hearts and longing stomachs at the 
sorry pile of Christmas turkeys, the frozen sides of pork, 
the fine fat geese, and the bulging kegs of butter. Those 
swans had better look out for the next three weeks. 
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In medicine we adhere to the principle that what is 
known to a few should be told to all. But today this 
principle has to be practised with discretion. Thus we 
have groups of initiates who meet from time to time in 
sequestered spots, such as Church Stretton or Oxford, on 
the understanding that no word exchanged shall go 
further. Largely this is a counter-move to the statistician, 
who rules that experiences short of a hundred are the 
insignificant expression of an uncontrolled instinct. For 
a somewhat different reason the new Medical Husbands’ 
Anti-Housework League should clearly have aligned 
itself with such societies. Yet last week a local secretary 
of the league blundered into The Lancet with a full 
account of a meeting. The damage of such misplaced 
publicity may be well-nigh irreparable, as the following 
personal case shows : 

When first married I was allotted the last-minute chores 

at bedtime. Mine’ were the tasks of putting the cat out and 
getting it in, of closing windows and locking doors, of banking 
the fire and fetching tomorrow’s coal. Perhaps because in 
my work I am mostly seated, these tasks proved unduly 
exhausting ; and, no doubt for this reason, in the morning 
windows were open that should have been shut, and the fire 
was out when it should have been in. Luckily, my wife and I 
managed to work out a compromise, a modus vivendi; and 
since then I have put myself to bed while she does these 
little tasks. 
Until yesterday my wife would chide me gently with my 
incapacity. ‘‘ The trouble with you,’ she would say, 
‘is that your mind is always on your work.” But last 
night there was nothing gentle in the way she snapped 
The Lancet shut and looked at me. 

If the new society must continue in being, let it abjure 
publicity. We should never again forget that, in this 
delicate field of ethics, once we commit ourselves to 
print we may be understood. 


* * * 


In the Watson period of detective fiction the medical 
profession was always to be found as a matter of course 
ranged solidly, if rather stolidly, on the side of justice, 
and even sometimes of the police. But in the last decade 
or so the profession has taken to crime like a duck to 
water, and nowadays to the experienced reader the 
doctor is the likely shark in the cran of red herrings. To 
meet this awkward situation the wily Edward Candy 
set his first crime in a hospital and boldly challenged the 
reader by his very title—Which Doctor? The success 
of his technique has encouraged him to repeat the 
prescription, and in the first chapter of Bones of Con- 
tention,' before we have time to say lancet, we are 
unpacking a female skeleton in the museum of the Royal 
College of Peediatricians in Caroline Square. The skeleton 
was an unwelcome visitor, for not only was she too old 
to interest Mr. Murivance, the curator, but she was 
also, as he objected, “ perfectly normal.’’ Normal or 
abnormal she started a good deal of trouble before, on the 
last page, Matheson, the museum porter, offers to give 
her a good home. It would be idle to conceal from the 
reader that much of the trouble is due to members of the 
medical profession, and it is a relief to be able to record 
that the assistant editor of the Journal of the Royal 
College of Pediatricians—admittedly a quarterly publica- 
tion—finds time for a little amateur detection. If the 
reader is sometimes rather reluctant to set out with him 
on the chase that is Mr. (or is it perhaps Dr. ?) Candy’s 
fault for making the gossip in the college refectory so 
entertaining. 

~ * + 


I was driving home at a speed regrettably in excess 
of the permitted maximum when I was stopped by a 
police patrol. The police spotted my stethoscope and 
made a hasty diagnosis : 

“Where are you going doctor ?” 

** Home,” 

“Where ?” 

** Home.” 

“Are you sure ?”” 

“Of course I’m sure.” 

“Well carry on then. You're the first doctor we’ve ever 
stopped who hasn’t been on his way to an urgent case.” 


1. London: Gollancz. 1954. Pp. 189. 9s. 6d. 
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Letters to the Editor 


THE CLINICAL EVALUATION OF REMEDIES 


Srr,—Dr. Todd is right in pointing out, in your last 
issue, that the title chosen for my Bradshaw lecture 
was sufficiently comprehensive to include the evaluation 
of other forms of therapy besides drugs. I hoped I 
had indicated that I too realised this when I said that 
‘the statistically controlled inquiry . .. will... be 
indispensable for the true evaluation of many . . . forms 
of treatment, surgical as well as medical.” Unfortunately, 
however, anyone who spends a year preparing for a 
lecture which is to last an hour inevitably finds himself 
with a large surplus of potentially useful material which 
has to be discarded ; and in the time available it seemed 
to me better to confine my examples of recent work 
under the Medical Research Council to a selection of those 
tests of drugs which are widely accepted as having given 
conclusive results of a positive or a negative kind. 
Dr. Todd will no doubt have noticed that, although I 
touched briefly upon trials of prophylactic agents in 
my review of the history of the subject, I was unable 
(again because of the time factor) to refer to the statistic- 
ally controlled trials which have established the protective 
value of immunological agents such as pertussis vaccine. 
I entirely agree with Dr. Todd that the critical clinical 
trial may be valuable in assessing methods of treatment 
such as dieting, physiotherapy, and rest; but it is a 
fact that comparatively few such trials have as yet 
been carried out, mainly because their planning involves 
much more difficult ethical and practical problems than 
do trials of an unproven drug of which supplies are 
scarce. Trials of the former kind which have been 
organised by committees of the M.R.C. since the end of 
the war include a test of the Kempner rice diet in hyper- 
tension,! a controlled study of the effects of artificial 
sunlight upon the health of industrial workers,’ and 
an inquiry, still in progress, into the comparative values 
of moderate and more strenuous exercise in assisting 
recovery of the paralysed limb after poliomyelitis. 

I expected that someone would take me to task for 
differentiating between the experimental and_ the 
experiential or empirical method, and Dr. Todd has not 
disappointed me. I too had consulted the Concise Oxford 
Dictionary and knew that the full definition of empiricism 
included the element of experiment—that is, experiment 
to decide repeatability or experiment based upon analogy. 
Perhaps I can best answer Dr. Todd on this point by 
quoting the following passage from the original draft 
of my lecture : 


‘“We tend to use the term ‘empirical treatment’ in a 
derogatory sense, as meaning one which is given for its 
observed or supposed effects on symptoms, without proper 
understanding of—or indeed much interest in—its mode of 
action ; it certainly applies chiefly to that kind of medication, 
and it is true that the ‘empirics’ in Greco-Roman times 
developed a kind of practice by rule of thumb (Guthrie),® 
which in turn gave way to the stagnant rule of Authority. 
We should remember, however, that, as originally formulated, 
the laws of empiricism included three components—chance 
(which provides the original observation), experiment (which 
shows whether the observation is repeatable), and analogy 
(by which procedures found useful in certain cases may be 
applied in similar cases) ; that surely is a sufficiently dynamic 
total concept to cover a substantial part of the science of 
therapeutics, or indeed of science in general.” 

While one always feels a sense of guilt in robbing 
a word of its full dictionary meaning, I thought it justifi- 
able for the sake of simplicity to restrict my use of the 
term ‘‘ empirical treatment’’ to the sense in which I 
believe it to be understood by most doctors (and most 





Lancet, 1950, ii, 509. 


1, 
2. Rep. industr. Hlth Res. Bd, Lond. no. 89, 1946. 
3. London, 1945; p. 68. 


Guthrie, D. J. History of Medicine. 
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writers on pharmacy and pharmacology) today, meaning 
treatment which is based upon clinical observation or 
experience, which, however repeated or repeatable, has 
not been checked by deliberately planned clinical trials 
of a kind which could hardly have been foreseen by those 
who founded the empiric school of thought and would 
have been quite outside the philosophy of their immediate 
successors. 
London, S.W.1. F. H. K. GREEN. 


TREATMENT OF TUBERCULOUS MENINGITIS 


Str,—We feel that Professor Smellie’s conclusions 
in his article of Nov. 27, which advocates treatment of 
tuberculous meningitis without intrathecal strepto- 
inycin, cannot pass unchallenged. 

It is difficult to comment on his cases, because details 
are insufficient and because some of them were not 
proved bacteriologically. He states: ‘In none has it 
been advisable or necessary to revert to intrathecal 
streptomycin treatment.’’ Yet he wrote about one 
child (case 4) that ‘‘ treatment appeared to be without 
any influence on the meningitis.’ The child ‘ slowly 
lapsed into coma and died in four monaths.’’ We have not 
seen a late death such as this with combined intrathecal 
and intramuscular streptomycin, in conjunction with 
either p-aminosalicylic acid or isoniazid. Case 5 lapsed 
into coma on the treatment given and became mentally 
retarded. 

Professor Smellie gave ‘“‘ supporting evidence’’ that 
intrathecal treatment is unnecessary. Of 18 children 
treated without intrathecal streptomycin in another 
Birmingham hospital, 6 died—a very high mortality. 
5 of them died within a few days of admission, but it is 
impossible to exclude these 5 as ‘‘ inevitable deaths,” 
because they never had the benefit of intrathecal 
treatment. 

It is not correct to say that the Birmingham figures 
compare favourably with the results obtained elsewhere. 
For instance, Fouquet et al.! treated 57 children with 
intrathecal streptomycin and isoniazid, with 53 survivals. 
Of 62 consecutive children admitted here since August, 
1950, and who were conscious on admission (like Pro- 
fessor Smellie’s cases) 57 (92%) are alive, although 37 
of the 62 were not treated with isoniazid. All had intra- 
thecal streptomycin. Of the 32 children treated by us 
with intrathecal streptomycin and with isoniazid, 5 
died, but 4 of these 5 were in coma on admission. All 
these cases were proved bacteriologically from the cerebro- 
spinal fluid. 

Professor Smellie invokes as ‘‘ further evidence in 
favour of the use of oral isoniazid’’ seven published 
series, implying that no intrathecal treatment was given 
in those series. He gives no details of any of these papers, 
merely quoting the references. Yet in five of the seven 
quoted papers intrathecal treatment was in fact given 
to some or to all patients. The biggest series was that 
of Torres-Gost,2, who treated 100 patients, of whom 
94 survived: every one had prolonged intrathecal 
treatment with isoniazid, approximately 55 injections 
being given to each patient, and Torres-Gost emphasised 
that in spite of a total of 12,000 intrathecal injections 
there were no harmful effects. His results are excellent, 
but his treatment bears no resemblance to that of 
Professor Smellie. 

Anderson et al.* treated 7 patients, 6 of whom were new 
cases; and all these 6 received intrathecal streptomycin 
at the beginning of their treatment. All of Robinson and 
Ro’s 25 patients* were given intrathecal streptomycin 
(an average of 30 injections each), as were 9 out of 11 of 
Kendig et al.’s patients (who had up to 92 intrathecal injections 











1. Fouquet, J., Heimann, V., Duplay, Cornu, P. Bull. Soc. méd. 
Hép. Paris, 1954, 70, 360. 

. Torres-Gost, J. Lancet, 1953, ii, 693. 

. Anderson, T., Kerr, M. R., Landsman, J. B. Ibid, p. 691. 

. Robinson, A., Ro, Y. H. Amer. J. Dis. Child. 1954, 87, 139. 
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each). 10 of Bulkeley’s 31 patients * treated with isoniazid 
were given intrathecal streptomycin as well: of her 1! 
patients who completed treatment and who had had no 
intrathecal injections, 4 died. 

The other two references do refer to patients who had no 
intrathecal treatment. Of Waddell et al.’s 6 patients,’ 2 
died and 1 was still being treated. It is not possible to comment 
on Mackay’s paper,® for it is only a brief abstract which does 
not state the number treated, the diagnostic criteria, the 
period of observation, or the number of survivors. It will 
be seen, therefore, that none of the papers quoted’ support 
Professor Smellie’s views. 


There are numerous papers concerning treatment of 
tuberculous meningitis without intrathecal treatment, 
which Professor Smellie has not mentioned. One of these 
is the paper by Spies et al.° They treated 13 patients 
with isoniazid alone, but 6 died: 7 survived for six 
months, some of them in a poor condition. 

We do not yet know the best way of treating tuber- 
culous meningitis. There is no doubt that, with the 
advent of isoniazid, it has been possible to reduce the 
number of intrathecal injections. We are now giving 
little more than -half the intrathecal injections which 
we were giving a year ago, without a reduction in our 
survival-rate, and it may well be possible to reduce the 
number still more. 

R. 8. ILLINGWoRTH 


The Children’s Hospital, Joun LORBER 


Sheffield, 10. 


ADOPTION OF CHILDREN 


Sir,—In this matter of telling children that they are 
adopted, I wonder if any of us knows what is, in the 
abstract, the right thing to do. Until someone has done 
some very extensive and careful studies, I do not think 
we can say which is the best method. 

For the practical reasons given by Dr. Collis, | 
have always advocated telling the child—and as young 
as possible. I have three children of my own and 
two adopted. One of these children accepts the 
situation gladly and the other resents it intensely. He 
is evidently a child who wishes deeply to belong to 
someone absolutely, and the fact that he was chosen, and 
that he has both natural and adopted siblings, does not 
put the matter right for him. 

I think that we should keep an open mind on this 
difficult question, and encourage further careful research. 


Cockermouth, 


Cumberland. F. CHARLOTTE NAISH. 


Sir,—If Dr. Mary Collis (Nov. 27) will look at the 
report of the Departmental Committee on Adoption she 
will see that on p. 6 (para. 2) and pp. 39-40 (para. 150-154) 
the committee make exactly the same comments that 
she has made in her letter about the necessity for telling 
children that they are adopted and about the various 
methods by which this can be carried out. The com- 
mittee especially emphasise that it is desirable for the 
case-workers, the guardian-ad-litem, and the magistrates 
to impress upon adopters the necessity for telling the 
child. Their recommendation that adopters should be 
required to sign a form that they either had told the 
child or intended to do so was regarded as a method 
of reinforcing this advice. The committee make it quite 
clear that such an undertaking could not be made 
statutory nor enforced by penalties, but they hoped that 
the mere fact of having to sign such an undertaking 
would act as a strong incentive to many conscientious 
adopters and therefore would be of value. 


London, W.9. Doris M. OpLUM. 





6. Bulkeley, W.C. M. Brit. med. J. 1953, ii, 1127. 

. Waddell, W. W. jun., Booker, A. P., Gregory, W. C., Bobbitt, 
O. B. Amer. J. Dis. Child. 1954, 87, 273. 

8. Mackay, R. I. Arch. Dis. Childh. 1954, 29, 366. 

9. Spies, H. W., Lepper, M. H., Blatt, N. H., Dowling, H. F. 
Amer. Rev. Tuberc. 1954, 69, 192. 


5. Kendig, E. L., Trevathan, G. E., Ownby, R. Ibid, 1954, 88, 148. 
> 
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AGAMMAGLOBULINAMIA 


Srr,—We are pleased to note that Dr. Weiner (Nov. 27) 
agrees with us on the importance of the use of group-O 
serum in ABO grouping. We wish that all people who 
determine ABO groups would subscribe to this view. 
Had Dr. Weiner advised Dr. Grant and Dr. Wallace to 
state that the subgroups of A (e.g., Ay, A;, and Ay) were 
excluded by testing the patient’s cells with several 
group-O sera, no query could have arisen. The results 
are now acceptable and we agree with Dr. Weiner that 
science has many surprises in store for us. The absence 
of one of two expected iso-agglutinins was no doubt a 
surprise to Dr. Weiner. It is the exceptions to accepted 
concepts that challenge scientific investigation. Dr. 
Weiner reports another surprising exception in finding 
an A, person who has A substance in his saliva. Dr. J. J. 
van Loghem ! has reported the lack of A substance in 
the saliva of two A, siblings, a paper admittedly over- 
looked by Dr. Weiner, and, in the course of a series of 
papers on this subject at the recent International Congress 
of Blood Transfusion in Paris in September, one of us 
(I. D.) reported that the saliva from two unrelated A, 
adults, whilst containing H substance, revealed no A 
substance. 

Finally, if Dr. Weiner re-reads our letter he will find 
we suggested that the reported findings ‘‘ are, in fact, 
entirely consistent with the blood group A,’ and we did 
not assume, as suggested by Dr. Weiner, that the patient’s 
group was really ‘* A,, (or A, whatever one likes to call 
these subgroups).’’ A study of the literature will show 
there are marked differences between A, and Ag. 

C. C. BOowLEy 
Director 
Regional Transfusion Centre, I. DUNSFORD 
Sheffield. Senior Scientific Officer. 


ARTIFICIAL FEEDING OF INFANTS 


Str,—In their letter of Nov. 27 Dr. Creery and Mr. Neill 
remark that ‘‘ the time would now seem opportune for 
a reconsideration of the optimum vitamin-D intake in 
infancy and in particular the policy regarding vitamin 
fortification of infant foods.” 

It has been suggested 2 * that idiopathic hypercalexemia 
in infants may be due to the use of too much vitamin D, 
but it is plain that the doses of vitamin D customarily 
given in this country are not necessarily harmful, because 
the majority of the infants taking them remain healthy. 
Furthermore some infants who have developed hyper- 
calewmia have only had small doses. We also under- 
stand that cases have now been diagnosed in other 
European countries. For similar reasons a high con- 
sumption of calcium ® cannot be the sole cause of the 
condition, because although all the cases which have 
been described have been fed on cow’s milk, which 
contains about four times as much calcium as human 
milk, millions of bottle-fed babies remain healthy. 
So if idiopathic hypercalcemia is related to too high 
an intake of vitamin D and calcium these can only be 
conditioning factors and a further one must be a variation 
in the individual’s response. The important work of 
Follis et al. shows that there is indeed great individual 
variation in the need for the vitamin; they made a 
careful study of children coming to necropsy during the 
first two years of life, and related the vitamin-D intake 
of the children to the prevalence and severity of the 
rachitic bone lesions found on histological examination. 
In spite of the difficulties in getting reliable histories, 
they collected good information on over 200 cases. 
1. Vor Sang. 1954, 4, 69. 

2. Lightwood, R. Arch. franc. Pédiat. 1952, 10, 190. 
}. Stapleton, T. In Symposium on Electrolytes, International 


Peediatric Association, Ziirich, 1954. 
4. Discussion on 2. 
». Platt, B.S. Brit. med. J. (iu the press). 
6. Poilis. R. H., Park, BE. A., Jackson, D. Byll. Johns Hopk. Hosp. 
1953, $2, 426. 
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They concluded that there is not only a possibility, 
but a probability, that the vitamin-D requirement of 
each individual may be an important variable, and that 
some infants may need no exogenous vitamin D to 
protect against rickets, providing dietary calcium and 
phosphorus are adequate, while others need a great 
deal more than the ‘‘ normal.” It is possible that those 
whose need is small might suffer from overdosage if 
given the relatively large supplements now in vogue, 
but the existing experimental evidence is not sufficient 
to substantiate the hypothesis that the disease is due 
to vitamin-D sensitivity and, until such evidence is 
forthcoming, cases of hypercalcemia in infants must 
often retain the prefix ‘‘ idiopathic.” 

Like your correspondents, we consider that additional 
supplements of vitamin D should not be given when 
fortified dried milks and cereals are used, and that in 
the light of recent evidence 1** there may even be a 
case for reconsidering the amounts of vitamin D which 
should be added to infant foods. 

_ Pediatric Unit, 


St. Mary’s Hospital 
Medical School, London, W.2. 


REGINALD LIGHTWOOD 
THOMAS STAPLETON. 


OCCUPATIONAL HEALTH SERVICE 


Sir,—It is not your annotation of Nov. 27 that con- 
tains a false postulate but it is Dr. Parker’s letter last 
week. The nearest I can get to a concise definition of 
industrial medicine is: ‘‘ The study of work-people and 
of work to ensure that neither does the other any 
avoidable harm.”’ 

Dr. Parker would have us believe that the doctor who 
works in industry is a cross between a provost-sergeant 
and a sanitary corporal and bears no relation to a regi- 
mental medical officer. Rehabilitation and preventive 
medicine do not necessarily demand elaborate facilities, 
but they do demand time and clinical judgment. If a 
man returns to work after an illness and is found 
more suitable employment, an act of rehabilitation has 
been done; if routine examination or examination for 
any reason discloses a remediable defect, and the patient 
is referred to his private doctor for further care, clinical 
medicine has been used ; if a workman brings his health 
worries and draws strength from his industrial doctor 
when he meets him in the works, he has received therapy. 
I fail to see how the effects of toxins on an individual 
can be studied without sound clinical medicine. 

None of this implies that physical working conditions 
and amenities are not important ; it simply states that 
they are not by any means all-important. 

Dr. Parker’s cynical comment about the ‘ enlightened 
self-interest of management,’’ also misses the mark, 
and 1 should have thought that the Dale report had made 
it amply clear that what a management wanted from 
an industrial medical service was not discipline but 
improved morale. We are not concerned only with 
statistics and surveys, we are concerned with people ; and 
it is to be hoped that no committee studying our subject 
will have any members who are unaware of that fact. 

In the field of industrial medicine there is a need for 
scientists, statisticians, and specialists of all kinds; but 
there is a great need, which must not be lost sight of, for 
doctors, preferably with experience of general practice 
and with sound clinical backgrounds, who are prepared 
to learn and become a real part of an industry. 

K. P. DUNCAN 
Chief Medical Officer, 


Bath. South Western Gas Board. 


Sir,—I was disturbed to read that Dr. Parker places 
little value of clinical medicine in industry, particularly 
as he has special knowledge of one branch of preventive 
medicine. 

It has been my experience that the industrial medical, 
school medical, and maternity and child-welfare services 
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ire a8 one, in proving the value of routine medical 
examination, and the advantages of an unhurried con- 
sultation, followed by an unhurried clinical examination. 

Furthermore, I distrust his emphasis on the ‘‘ arm- 
‘hair’’ statistical investigation of industrial health 
problems. I agree that a statistical evaluation of results 
is important and that sociomedical studies may sometimes 
he important, but such methods are no substitute for 
research within the factory gates. I feel that the primary 
vesearch weapons must be accurate clinical data, backed 
up by a detailed knowledge of industrial processes, based 
on personal observation. I believe that this would also 
be the view of the typical worker, and we must always 
consider his point of view. 

May I remind Dr. Parker of the difficulties in the 
public-health service that are associated with the phrase 
‘administrator with medical knowledge.’ I appeal to 
him to do nothing which might introduce this stigma 
into industrial medicine. 


: Medical} Department, 
West Midlands Gas Board, 


Birmingham. G. A. STEELE. 


A NEW OPERATION FOR CHRONIC 
PEPTIC ULCER 


Srr,—As one who has had to eat humble pie in the 
past, I should like to congratulate Mr. Aylett on his 
letter last week. Surgical literature contains far too 
many unfounded statements and unjustified claims, far 
too few critical assessments, and hardly any honest 
recantations. May his action lead others to follow 
his example. 

London, W.1. HENEAGE OGILVIE. 


PEPTIC ULCERATION IN TROPICAL AFRICA 


Sir,—The article by Mr. Konstam (Nov. 20) will be of 
interest to many working in tropical Africa. 

In the territory of Ruanda-Urundi, Belgian Congo, 
this condition is extremely common and my colleagues 
and I must have treated many hundreds of cases 
in six Mission Hospitals in the last 15 years. It 
is @ mountainous area, some 6000-8000 ft. above sea 
level and average temperature about 70°—80°F, with an 
agricultural and trading population. In this area peptic 
weer is much commoner in men than in women, and in 
the poorer classes. This may be related to the long 
intervals between meals. The men will often have only 
one meal in 24 hours. They are heavy smokers and 
drinkers and I have always suspected these as con- 
tributory factors. The diet is deficient in animal protein, 
this deficiency being associated with a high incidence of 
kwashiorkor in children of 6 months to 2 years, and of 
cirrhosis in adults. Infestation with ascaris is common. 
Although they are an agricultura) people, free from the 
anxieties of civilisation, they are animists by faith and 
this means that they are subject to intense fear—fear 
of evil spirits and fear of poisoning by their enemies. I 
have observed in many cases how such fear results in 
digestive disturbance, and I believe that, if prolonged, it 
is a factor in causing ulceration. 

As many of the cases have advanced to fibrosis and 
stenosis before coming for treatment, gastrojejunostomy 
has produced dramatic and satisfactory results. So 
much so that the simple folk demand operation as a cure- 
ill for all types of abdominal pain, and it is difficult to 
persuade them that this is not the case! The ulcer is 
situated most frequently on the anterior surface of the 
first part of the duodenum. 


It would appear that there are many similarities in this 
-ondition as seen in these widely separated areas. But 
think that those who have observed the power of fear 
n a primitive African people would include this as a 
‘ausative factor comparable to anxiety in Western 
veople. Dr. David Livingstone in his Last Journals 
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described this fear as ‘‘ the extreme of helpless terror ”’ 
and it is still a powerful factor in African village life. 


Mildmay Mission Hospital, 


London, E.2. K. L. Buxton. 


HAMOLYTIC TRANSFUSION 
Sm,— 


REACTIONS 


“that we but teach 
Bloody instructions, which being taught, return 
To plague the inventor.”’ 

Macbeth’s remarks seem appropriate to the situation 
of Dr. Heggie (Nov. 20) and other authors of memoranda 
on blood-transfusion. Some pathologists feel that the 
inventors of such documents deserve plaguing, in 
exchange for the worries they have provided for their 
colleagues and to discourage them in the future. Memo- 
randa and other pamphlets on transfusion are composed 
by official advisory bodies, issued by the Ministry of 
Health, and distributed by regional boards, and though 
they may not be intended as directives they have an aura 
of authority and official commendation which forbids 
all but the courageous from making open criticism, 
Dr. Discombe should be congratulated upon his much- 
needed practical article of Nov. 6 and for his criticism of 
official technical memoranda. 

The memoranda in question, the statement of the 
Consulting Pathologists Group Committee ! (which is very 
similar), and the official Notes on Transfusion (1954), 
all provide elaborate safeguards against the hazards of 
transfusion. However, the techniques and organisation 
recommended are such that they can be carried out only 
in a hospital which has a very generous establishment of 
medical, nursing, and technical staff, a roomy laboratory, 
unlimited blood, and few emergencies. The recom- 
mendations are an embarrassment to many pathologists 
who work under less ideal conditions, but who have to 
organise hospital transfusion services. 

Dr. Heggie has explained that the original memo- 
randum was designed for use in only one region, after 
consultation and agreement with all pathologists of that 
area. Nobody (except perhaps the clinicians in that 
region) could take any objection to such an arrangement, 
which has much to commend it. Unfortunately since 
then the memoranda have been given a much wider 
circulation, without prior consultation with hospital 
pathologists, afid much the same information has been 
given wide publicity in the statement of the Consulting 
Pathologists Group Committee. This last statement says 
‘all this may read as a counsel of perfection but these 
precautions can easily be taken.’? The Notes on T'rans- 
fusion are less dogmatic but full of ‘‘ shoulds,’’ and again 
they are designed for some Utopian hospital. 

The most controversial technical recommendations are 
those connected with the time required for grouping and 
cross-matchMmg: 4 hours is advised as a routine, 40 minutes 
for a cross-match in an emergency, and uncrossmatched 
group-O (rhesus negative or positive) is to be used if blood is 
required in under 40 minutes. When these recommendations 
are put into practice, surgeons are obliged to order more 
blood than they require for major surgery, as no blood or only 
uncrossmatched bottles are available if an emergency arises 
in the course of an operation. If these long methods of cross- 
matching are used, all the blood ordered must be ready 
at the start of an operation, so often at the end of a day there 
is a considerable stock of cross-matched unused blood because 
of cancelled operations, and of cases found to be inoperable at 
thoracotomy and laparotomy, and because the provided-for 
emergencies did not arise. The memoranda say that cross- 
matched blood bottles must be rejected if not used within 
24 hours, but, they also ask us to economise with blood ; and 
we are not unfamiliar with periods of blood shortage. 

It is said that a 40-rainute cross-match is only just moder- 
ately safe, and that shorter periods should not be used. It 
is said that any transfusion involves the same risk as uncompli- 
eated appendicectomy, and so it is unjustifiable to give only 
one bottle of blood. What is the risk of a hemolytic trans- 
fusion reaction occurring when short methods of cross- 


1. Brit. med. J. 1953, ii, 390. 
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matching are used? Is not the risk to the patient much 
greater when the transfusion is delayed ? 

At Broadgreen Hospital I have used a 20-minute cross- 
matching technique for five years, on 13,000 bottles of blood 
which have been given to about 7000 patients. During this 
time there have been 2 serious but non-fatal haemolytic 
reactions which were due to gross serological errors, uncon- 
nected with the time factor of cross-matching. There have 
been 6 very minor hemolytic reactions, which were due to 
incompatibility. If it is assumed, as I do, that I have been very 
lucky, or that a few reactions have been undiagnosed, the 
chance of a serious and possibly fatal transfusion reaction 
occurring on any case where the short cross-match method 
is used is well under 1 in 1000, which is considerably less than 
the risk incurred in uncomplicated appendicectomy. 

The risk to any patient is very slight, probably much less 
than the risk of withholding blood in an emergency, so the 
short method continues to be used for emergencies. Using 
the short method as a routine for all transfusions, we are able 
to keep wastage to under 2% of blood issued, because blood is 
cross-matched only when it is required. If the long cross- 
matching method was used the wastage would probably rise 
to about 25%, which would involve a loss of 750 bottles a 
year, compared with the present wastage of 50 bottles. Any 
very slightly increased risk to the patient from using the 
short method is offset by the 750 bottles not wasted, which 
may save other patients. 


The risk to the pathologist, however, is considerable 
because in a large hospital several thousand bottles may 
be transfused annually and one or more fatal reactions 
are liable to occur. Many of the recommendations of the 
memoranda appear to be designed to protect the patholo- 
gist from litigation by safeguards which embarrass his 
clinical colleagues and jeopardise the recovery of patients. 
It is the unfortunate lot of the pathologist to face this 
risk, but he should do so without panic, just as his 
clinical colleagues accept the risks attached to other 
branches of medicine. Unfortunately, through their wide 
distribution the memoranda and other documents 
increase the chance of successful litigation against a 
pathologist. 

There are many other impracticable suggestions in 
these official and semi-official documents, such as the 
suggestion that blood should be taken from the blood- 
store only by a medical practitioner and that nursing 
staff should not change bottles ; but I have mentioned 
the more important ones. I support Dr. Diseombe in 
criticising anonymous memoranda, and I would go 
further and condemn most widely. distributed memo- 
randa, signed or unsigned. It is justifiable for a com- 
mittee to recommend a procedure only if at the same time 
they take steps to see that facilities are made available 
for the recommendations to be put into practice. Other- 
wise all memoranda should have a prominent preface 
stating that the contained recommendations are the 
ideal to be aimed at, but that the committee realise that 
in many hospitals at the present time many suggestions 
are impracticable. 


Broadgreen Hospital, 


Liverpool. F. WHITWELL. 


Str,—I wish to endorse Dr. 
well-stated views (Nov. 


George Discombe’s 
6) when he condemns official 
mandatory ‘‘advice’’ by impersonal authorities on 
technical matters. If such memoranda are signed by all 
those on whom the advice is binding no exception can 
be taken to them. This is not usually so, as is instanced 
by Dr. Heggie (Nov. 20) when he states that a memo- 
randum “‘ was the work of the adviser in blood-transfusion 
and the director of the M.R.C. Blood Group Reference 
Laboratory.’’ Have either of these two experts ever 
tried to run a day-and-night grouping and cross-matching 
service for 1000 acute surgical, gynecological, midwifery, 
and medical beds, with but one suitably trained tech- 
nician, 6 square feet of bench space, and no effective 
medical supervision? If they have, they might think 
some of the advice in their memorandum to be irrelevant 


to the circumstances. Further, it would remain a threat 
of what might happen if an accident occurred and a 
court case ensued. It would then be insufficient to plead 
that the memorandum was advisory and not mandatory : 
the facts would be that an individual has dared to flout 
expert advice issued with Ministry backing, there has 
been an accident—and a scapegoat would be very handy. 

It is to be expected that such memoranda produce a 
great improvement in the standard of technical work 
done, although how such an improvement is measured is 
not made clear by Dr. Heggie. One wonders, for example, 
if his judgment of such improvement is as impartial as 
it would have been if he had been working at the other 
end of the memorandum in question. What he does 
not estimate is the strong stimulus to ‘ passing. the 
buck ’’ which official memoranda give, to the detriment 
of morale and standard of work of those concerned. 
Resident doctors frequently regard a transfusion as 
primarily a legal hazard which should be held by the 
laboratory (not the pathologist, note). The pathologist 
in turn falls back on the ‘‘ instructions ’’ and says ‘‘ no 
blood until all tests are complete.’’ Technique is beyond 
reproach, all legal safeguards are enforced, the patient 
dies from lack of blood, and the committee which issued 
the memorandum has long dispersed. The Minister is 
satisfied. ... 

I have no quarrel with the excellence of the technical 
advice given in the memoranda; in fact, one expects 
it when experts have assembled in quiet and restful 
committee-rooms in far-away regional headquarters to 
produce it. My point is that it can cause a great deal 
of ill-feeling and resentment among those who are doing 
the best they can under what can be deplorable circum- 
stances—the very circumstances in which those people 
need official encouragement rather than embarrassment 
if the patient is not to suffer unnecessarily. Perhaps 
this does not really matter, but one is tempted to wonder 
if those same experts could not be better employed in 
drawing attention to more importaat things. 


Woolton, Liverpool. H. E. VIcKERS. 


INCOMPLETE PITUITARY INSUFFICIENCY 


Smr,—We would like to thank Dr. Wilson and his 
colleagues for their courteous reply of Nov. 13. 

We seem to disagree mainly on whether cases presenting 
as my <eedema, but without loss of sexual function, should 
be diagnosed as primary pituitary failure before excluding 
primary myxedema, both by therapeutic trial of thyroid 
extract alone and by showing that the thyroid gland can 
be reactivated by thyrotrophin injections. It is widely 
held, as your correspondents note in their article,’ that 
in progressive hypopituitarism gonadal function fails 
before that of the other peripheral glands which are 
dependent on pituitary trophic hormones. We cannot 
find any proven exception to this rule in the literature. 
One alleged case of pure thyrotrophic failure occurring 
after the menopause ? was not really proved to be such ; 
and Querido,’ whom your correspondents quote as ques- 
tioning this rule on theoretical grounds, does not in fact 
mention any case in which it did not apply. 

Though your correspondents have cited a case, in their 
letter, which may be a unique exception to this rule, 
can we in fact be certain that in 1932 this patient did not 
have a primary thyroid failure as well as some hypo- 
pituitarism, presumably due to pituitary infarction in 
1930? The crucial test, obviously impossible in 1932, 


would have been to determine, soon after the onset of 


myxedema, whether the thyroid a was responsive 
to stimulation by thyrotrophin (1.8.H.) ; for it is only in 
prolonged and severe hypopituitarism that fibrosis of 
1. Wilson, I. A., Auld, W. 


1954, p. 715. 
2. Schuman, C. H. 


__ ee Se 
J. clin. Endoerin. 1953, 13, 795. 


Bowman, w. Lancet, Oct. 


3. So rido, A., van der Werff ten Bosch, J. Je Blom, P. S., van Gilse 
. A.” Acta med. scand. 1954, 149, 291. 
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the thyroid gland‘ and irresponsiveness to 1.s.H. > & 
lave been reported. 

These objections are not simply theoretical. 


We have seen two patients who presented with fully devel- 
sped myxcedema, apparently dating from a severe post- 
partum hemorrhage. In both patients menstruation had 
returned ; in one, like your correspondents’ case, there was 
menorrhagia ; and in both, the urinary F.s.H. excretion at 
times exceeded 96 mouse units a day. On initial testing, 
among other findings, both showed an insignificant thyroid 
uptake of radio-iodine, which remained unaltered after five or 
eight days of T.s.H. injections of checked potency (‘ Ambinon 
B’ 2 ml. b.i.d. and q.i.d. respectively). Both patients have 
since had a normal pregnancy, and have returned to normal 
health on thyroid treatment alone. It is, of course, possible 
that they both suffered some degree of pituitary necrosis 
which may have accelerated the onset of primary myxcedema. 
If this were so, hypopituitarism may supervene at a later date. 
It seems inescapable, however, that their myxcedema was due 
to irreversible thyroid atrophy and not simply to lack of 
thyrotrophic stimulation, 

If we are going to admit the possibility that hypo- 
pituitary myxcedema can occur without loss of sexual 
function, we need at least one fully proven case. This 
should be a patient presenting with myxedema and 
without any associated sexual failure, in whom the T.8.H. 
test shows a reactivation of the thyroid gland. This 
last test could still be applied to your correspondents’ 
eases 5-8 without interrupting their treatment. 

Postgraduate Medica] School 

of London, London, W.12. 

The Middlesex Hospital, 
London, W.1. 


RUSSELL FRASER. 
OLIVER GARROD. 


Str,—I am puzzled by the failure of Dr. Wilson and his 
colleagues to reply to my letter of Nov. 6, raising the 
important factor of their normal control range in basal 
metabolism. 

Stories are legion about the Aberdonian’s economy 
of effort. That his expenditure of energy should be 
excessive to the point of extravagance seems all wrong 
teleologically. If indeed Dr. Wilson and his colleagues 
did not confuse the algebraic signs when reporting their 
normal control range as minus 5% to plus 15% using 
Aub-DuBois standards (Oct. 30), then an investigation 
is called for. In the accompanying table are listed the 
ages and sex of the patients of Dr. Wilson and his 
colleagues, along with the mean heat output in calories 
per square metre per hour from various standards. In 
the last column is the mean output accepted or obtained 
at Aberdeen. 


MEAN HEAT OUTPUT CALS./SQ.M./HOUR 


| ! 











| } | Mayo | Robertson ee 
| | Aub > gat 4 | Wilson 
Age | Sex | > | Krogh *| Founda- | and < 
it Renae tion * Reid¢ | etal. 
41 | F | 360 | 33-6 35-7 | 32-5 37:8 
36 | F | 36-5 | 33-9 35-7 | 33:3 38-3 
44 | F | 36-0 33-6 35-7 32-5 37-8 
27 |M | 395 | 36-9 40°24 36-8 41-5 
62 | F 34:0 | 32-1 32-6 31:3 35-7 
42 |F | 36-0 | 33-6 35-7 32-5 37-8 
39 | F | 36-5 | 33-9 35:7 32-8 38-3 
36-0 | 33-3 34-9 32-2 37°8 


47 | F. | 

Historically, physiologically, and clinically, it is 
important to assess in their true perspective the time- 
honoured Sage or Aub-DuBois standards. These standards 
published in 1917, were based on work done before 1917 
and on a small number of normals. The curve was in the 
circumstances amazingly accurate but, to quote Dubois, 





4. Sheehan, H. L , Summers, V. K. Quart. J. Med. 1949, 18, 319. 

5. Querido, A., Stanbury, J. B. J. clin. Endocrin. 1950, 10, 1192. 

6. Garrod, O., Gilliland, I. C. Proc. R. Soc. Med. 1954, 47, 885. 

7. Aub, J.C. DuBois, E. F. Arch. intern. Med. 1917, 19, 823. 

8. Krogh, A. Tables of Normal Metabolic Rates after DuBois 
and Benedict. Copenhagen, 1925. 

9. Boothby. W. M., Berkson, J., Dunn, H. L. Amer. J. Physiol. 
1936, 116, 468. 

10. Robertson, J. D.. Reid, D. D. Lancet, 1952, i, 940. 

11. DuBois, E. F. Basal Metabolism in Health and Disease. London, 
1927. 
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‘it has become quite apparent that the basal require- 
ments of the earlier investigators were not as strict as 
they became later between 1916 and 1923.” Among 
others Krogh * and Remington and Culp * concluded that 
the Aub-DuBois standards were too high and they 
published corrections accordingly. DuBois, in a personal 
communication, has written ‘‘ our standards of 1916 
and 1917 were based on very few normals, and for the 
last fifteen years I have tried to point out that they are 
about 7% too high.’’ The normal mean at Aberdeen is 
even higher than that obtained as late as 1936 at the 
Mayo Foundation, where as an expediency (W. M. 
Boothby, personal communication) only the very first 
reading of a normal person was taken, thus excluding any 
training effect which invariably produces a lower figure. 

There are two possibilities, either the Aberdonian is 
a spendthrift when giving away heat, or else there is 
something wrong with the technique of Dr. Wilson and 
his colleagues for measuring the basal metabolic rate, 
for the views on respiratory metabolism held by Berkson, 
Boothby, Culp, DuBois, Dunn, Krogh, and Remington 
surely cannot be wrong. 


West London Hospital, 


London, W.6. J. Dougias ROBERTSON. 


PROLONGED PREGNANCY 


Str,—The case reported by Mr. Higgins last week 
is of great interest for its medicolegal implications. From 
the therapeutic aspect, however, there are two queries 
which come to mind: why was surgical induction of 
labour, by artificial rupture of membranes, not carried 
out at’ the 38th week, when anencephaly was first 
diagnosed ; and why, with no hope of a living child, 
was cesarean section performed, rather than embryotomy, 
when the cervix was fully dilated ? 

Kingston Hospital, 

Surrey. 


TREATMENT OF TETANUS 


Smr,—The article by Dr. Lassen and his co-workers 
in your issue of Nov. 20 is of great interest, especially 
to those who work in countries where tetanus is common. 
In the treatment of tetanus neonatorum my experience 
is that the use of sedatives is of more importance than 
the use of serum. 

In the Gold Coast }* tetanus neonatorum used to be very 
common. I found that the local herbsi:is were far 
more successful in treatment than I was, and I therefore 
referred most of my cases to ar exceedingly intelligent 
man named Ofole. I would visit cases under treatment 
in his compound, and he often visited me in the Children’s 
Hospital, Accra. His treatment seemed to abolish the 
spasms without producing paralysis. It was impressive 
to see a twe-week-old baby, after two days in his care, 
begin to open the mouth and take the breast. 

Ofole promised he would show me his treatment. 
After three years of our collaboration he appeared one 
day with two small boys carrying a large sheet, packed 
with a variety of leaves, roots, dried lizards, and a 
number of other articles. He sat down and told me 
‘**you take this and this and this and this ’’—about 
nine substances—‘‘ which you pound up and put on 
top of the head.’’ There were equally complicated 
mixtures to be used for a bath, an enema, and a drink. 
The botanists were kind enough to identify a number 
of the plants for me. 

Other herbalist friends also told me what they were 
using, and I was able to reduce the variety of ingredients 
to a common factor of about twenty-five plants. I took 
this list to a well known pharmaceutical firm in London 
and suggested that they might find it worthwhile to send 
someone to investigate where lay the active principle. 
They were not interested. 


A. B. STENHOUSE. 





12. Remington. R. E.. Culp, F. B. Arch. intern. Med. 1931, 47, 366. 
13. Lancet, 1938, i, 97. 
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I had confirmation of the skilful use of sedatives by 
West African herbalists from the late Dr. Cumminghame- 
Brown, who visited these countries in 1935 and who saw 
the use of them in the treatment of patients with mental 
aberrations. 

But in 1936 I left West Africa for Malaya, and my 
records were lost during the Japanese occupation. I 
returned to the Gold Coast early this year and found 
that my friend Ofole had died. But I still believe that 
investigation of drugs used by some of the West African 
herbalists may reveal some valuable principle with some 
of the advantages of curare and less disadvantages. 


London School of Hygiene 
and Tropical Medicine, 


London, W.C.1. CiceELy D. WILLIAMS. 


Sir,—In your issue of Nov. 20 Professor Lassen and 
his associates describe a new method of treating tetanus, 
and their 4 cases deserve careful attention. Tetanus is 
a rare disease, and as any one person is not likely to see 
many cases in a short space of time, the opportunities 
for trying new treatments are few. It is therefore so much 
the more important for observers to indicate the probable 
prognoses of their cases based on previous experience of 
conventional methods of treatment. I believe it is 
generally agreed that the action of the tetanus toxin 
can be arrested by administering antitoxin, but that 
little or nothing can be done to hasten the recovery of 
those cells already affected ; consequently the prognosis 
can be reasonably established almost as soon as the 
diagnosis is made. Not until a prognosis is made can we 
discuss the results of new methods of treatment and 
compare them with those to be expected from conven- 
tional methods. 

The severity of tetanus seems to be a function of the 
length of the incubation period (infection to first symp- 
tom) and of the period of onset (first symptom to first 
convulsion). These two intervals can be used to serve 
as a basis for a reasonably firm prognosis: the shorter 
the times the worse the outlook. 

Referring to the period of onset, Cole! says “if reflex 
convulsions occur within 48 hours of the appearance of trismus 
the prognosis is bad.”” Bonnet,’ discussing 44 cases, says that a 
period of onset of less than 4 days means an unfavourable 
prognosis. Cole and Spooner *® found that, in 21 cases, all 
those with an incubation period plus period of onset of less 
than 8 days died ; when the two periods added up to 8 days 
or more they all recovered. 

Applying these criteria to the four Danish cases, I 
have deduced the following figures : 


oe : Incubation Period of Both ‘es 
Case Age period onset together Result 
1 10 5 days 3 days 8 days tecovered 
2 11 11 ak 4 a 15 ce Recovered 
3 15 4 os 1 * 5 Died 
4 50 9 9 3 + 12 Recovered 


If we accept the above criteria of prognosis, it is not so 
surprising that the third patient died, nor is it altogether 
remarkable that the second and fourth survived ; the 
first case is a borderline one. 

Although we may not be able to influence the normal 
course of the disease, we can take steps to prevent death 
from anoxia caused by the convulsions and bronchial 
secretions, or from pneumonia. Professor Lassen’s efforts 
have been directed to this end and he has been very 
successful in adapting the technique of continuous 
intermittent positive-pressure respiration. Reading care- 
fully through the paper it does appear that the second 
and fourth patients did not have prolonged curarisation ; 
for the second patient, ‘‘ sedation was continued with 
chloral hydrate by stomach-tube to keep the patient free 
from convulsions.’’ This suggests that conventional 
methods did play an important part in the treatment 
i.e., sedation, tracheotomy, postural drainage, aspiration 





Cole, L. Postgrad. med. J. 1951, 27, 16. 
2. Bonnet, J. Ned. Tijdschr. Geneesk. 1950, 94, 2595. 
3. Cole, L., Spooner, E. T. C. Quart. J. Med. 1935, 28, 295. 
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of secretions, and constant attention to nutrition, 
electrolytes, and the blood picture. 

It is interesting to note that Professor Lassen and his 
colleagues attribute the death of the third patient to 
‘* myocarditis,’ and they state that the fourth survived 
in spite of myocardial damage. This appears to me to 
bear out the remarks I made when opening a discussion 
on tetanus at the Royal Society of Medicine on March 5 
last. I said: ‘‘ My experience of five cases leads me to 
believe that controlling the convulsions of tetanus will 
relieve the milder cases of pain and discomfort and will 
certainly benefit those who develop pulmonary complica- 
tions, but it has also confirmed my view that in spite 
of relieving the convulsions the severer cases may die of 
heart failure, of which the precise cause is obscure.”’ 

The application of intermittent positive-pressure 
breathing, together with conventional methods, will 
certainly prevent many deaths from the complications 
of tetanus but it may reveal that a proportion of cases 
die from other effects of the toxin. 


Hillingdon Hospital, 


Middlesex. R. I. Bopman. 


NORTH AMERICAN PSYCHIATRY 

Str,—The report on the meeting of the psychiatric 
section of the Royal Society of Medicine in your issue of 
Nov. 20 echoes the sentiments of a group of psychiatrists 
in this country towards North American psychiatry. 
The outstanding criticism voiced at this meeting, and 
shared to some degree by a corresponding group of North 
American psychiatrists, seems to be rooted in the 
realisation that Adolf Meyer’s psychiatric teaching has 
for some time been in decline in favour of a new con- 
ception in which a somewhat watered-down Freudian 
approach plays a dominant réle. A similar trend has 
been noticeable all over the Western world, and it runs 
counter to expectations prevalent in the years between 
the two world wars. 

What has not been mentioned is the origin of these 
changes in psychiatric trends. It was not love but 
necessity which made American psychiatry turn towards 
Freud. We are perhaps about to forget the impact made 
on psychiatry by the demands of the fighting forces and 
the fighting homeland in the late war and the particular 
form this took in the U.S.A. Psycho-analytic teaching 
played an unforgettable réle in American war-time 
psychiatry, and, to prove that this new psychiatry had for 
the first time in psychiatric history advanced into the 
front line, books, &c., by American psychiatrists could be 
quoted. Similar, almost revolutionary, changes have 
taken place in other branches of medicine and in fact in 
many fields of American life. If there is justification 
for grievances, and as I think for fears, their causes should 
be looked for in human nature and social organisation. 

There are other aspects of modern psychiatry untouched 
by psycho-analysis which also have aroused criticism and 
fears. Moreover, in thinking of American psychiatry 
one has to think of American civilisation and culture as a 
whole ; to many of us their psychiatry looks too big, 
as do their automobiles; for them our conception of 
psychiatry will look too narrow, as do our motor-cars. 
To say, that ‘* the worship of words led to neglect of the 
physical treatments’? and that American physical 
treatment of the mentally ill compares unfavourably 
with the skill and accuracy of British psychiatrists is a 
generalisation with which many psychiatrists on both 
sides of the Atlantic will not agree. 

W. Horrer 


Editor, International Journal 


London, N.W.8. of Psycho-Analysis. 


Sir,—Mr. Woodley’s letter last week can but refer to 
mental hospitals ; his figures for mental illness as a whole 
may be accurate, but it would be nearer the truth to say 
that in mental hospitals 95% of the patients are psychotic 
He is also wrong in saying that 


and 5% neurotic. 
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psychotics do not write letters. Some of them do not, of 
course, write any letters, but many write occasionally and 
some write often ; a few devote all their spare time to 
writing letters ; and what letters some of them are! The 
Act and the authority that Mr. Woodley seeks are the 
Lunacy Act, 1890, (section 41) and the Mental Treatment 
Rules, 1948, no. 17. Such authority applies only to 
certified and temporary patients ; and no censorship can 
be put upon the correspondence of voluntary patients, 
except with the permission of the patient, which is often 
freely given. 

Most of the letters written by patients are innocuous, 
ordinary missives, but some may be peculiar, obscene, 
and libellous. If a doctor in charge of patients allows 
them all to go, he may find himself in unpleasant situa- 
tions. He may find himself regarded by the police as the 
aider and abettor of a criminal offence, that of sending 
obscene letters through the post. He may see (as I have 
seen) a procession of six huge, new, gleaming Rolls- Royces 
coming down the drive of his hospital, and he may have 
to face (as I had) the irate dealer, who had just dis- 
covered where he was and that his cars had been ordered 
through the post by a young psychotic, who, deluded he 
was a millionaire, was going to have the best. 

The relatives and friends of patients and the strangers 
whom the patients often address do not always relish 
having psychotic rubbish and obscenities sent to them 
and often ask for it to be stopped; and patients, on 
recovery from a psychosis, are often horrified at what 
they have written and are grateful to discover that a 
check has been put on the circulation of their productions, 
A doctor in charge of psychotics should know his patients 
so well that he has no need to read their letters to make 
a diagnosis, and he should know quite well whose letters 
‘an be posted without any inspection and whose have to 
be scrutinised in everybody’s interests before they are 
sent. This, as the Act says, is a matter of ‘* discretion.” 

Gloucester. J. GIBSON. 

BLOOD FRACTIONS 


Srr,—Attention has lately been drawn?!-* to special 
blood fractions available for clinical use. As the fractions 
distributed in Scotland differ in certain respects from those 
distributed in England, an explanatory note about those 
available in Scotland may be of value. 

In Scotland, fractionation of plasma is carried out by 
a modification of the Cohn ethanol method in a Blood 
Products Unit at the Royal Infirmary, Edinburgh, 
operated by the Scottish National Blood Transfusion 
Association. Gamma-globulin is supplied in unit quanti- 
ties of 250 mg. in the form of 2 ml. of a 12-5% solution 
and the antihemophilic fibrinogen fraction as 200 mg. 
freeze-dried protein. To meet requests from clinical 
departments a number of special products are now being 
made available for the following uses : 


(1) Fibrinogen fraction for the treatment of afibrinogen- 
emia of pregnancy.‘ This is prepared in 1-g. doses and is 
manufactured and stored under conditions which will tend 
to preserve the anti-hemophilic activity as these patients 
may also be deficient in anti-hemophilic factor. The 
fibrinogen fraction is also available for cases of congenital 
afibrinogenzemia. 

(2) Dried fresh plasma for patients with clotting deficiencies. 
This product is prepared from newly drawn blood and is 
suitable for treatment of both Christmas disease and hzemo- 
philia. It is therefore of particular value in emergency situa- 
tions where an exact diagnosis has not been possible. 

(3) Anti-rubella gamma-globulin for prophylaxis of rubella 
in early pregnancy. This is prepared from plasma obtained 
from rubella convalescents. The recommended dose of this 
preparation is 250-500 mg. To maintain supplies of this 
product it is necessary to obtain blood donations from adult 











1. Brit. med. J. Sept. 18, 1954, p. 695. 

2. Ibid, Nov. 6, 1954, p. 1096, 

3. Ibid, pp. 1076, 1093. 

4. Reid, D. E., Weiner, A. E., Roby, C. C. Amer. J. Obstet. Gynec. 
1953, 66, 465, 475, 500; Barnett, V. H., Cussen, C. A. Brit. 

med. J. Sept. 18, 1954, p. 676. 
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rubella convalescents within six months of the attack. The 
association will be most grateful if doctors in Scotland who 
know of rubella convalescents, who may be willing to donate 
blood would inform the nearest regional blood-transfusion 
centre, 

Particulars of the unit doses in which the available 
fractions are supplied are given in the accompanying 
table, together with references to the clinical application. 


Product Use Unit quantity a 
Dried fresh Deficiency of plas- | 18 g. freeze-dried | 1 year 
plasma ma clotting fac- protein (equiva- 

tors ° lent to 400 ml. 
plasma) 
Antihemophilic |) Haemophilia * 200 mg. freeze- | 1 year 
fibrinogen dried protein 
fraction Afibrinogenemia 1 g. freeze-dried | 1 year 
of pregnancy ‘ protein 
Fibrinogen Congenital afibrin- 200 mg. freeze- | 3 years 
fraction ogenremia ’ dried protein 
Gamma-globulin Measles prophyl- 2 ml. of 12:5% 
axis * solution (equiva- 
Prophylaxis of in- lent to 250 mg. 
fettious hepatitis*| dried protein) 
Agammaglobulin- 2 years 
emia *° 
Poliomyelitis pro- 5 ml. of 12:5% | 2 years 
phylaxis '° solution (equiva- 
lent to 625 mg. 
dried protein) 
Convalescent Rubella prophyl- | 250 mg. dried | 5 years 
Bi 


rubella axis protein 


* All products require storage at +2° to +10°C ina refrigerator. 


Requests for gamma-globulin for routine uses other 
than from hospitals in Scotland should normally be made 
through medical officers of health and not to regional 
transfusion centres except in emergency. Hospital users 
may obtain supplies direct from the transfusion centres. 
Requests for fractions other than gamma globulin for 
measles prophylaxis should be made to the regional 
transfusion centres, 


Scottish National Blood 
Transfusion Association, 
Edinburgh. 


J. Smita 
Hon. Medical Secretary. 
A WORD WANTED 
Srr,—-It seems a pity to invent a new word to describe 
forward-looking research when we already have the words 
‘* anticipative ’’ and ‘‘ proleptic.’’ The latter has fre- 
quently been used in this rather specialised sense and is 
the one, I should have thought, which a writer with a 
feeling for words would choose. 
The ee preney, L. J. Wirts. 
SNUFFLES IN THE NEWBORN 
Srr,—Dr. Sandler, in his letter last week, advocates 
routine digital palpation of the postnasal space in babies 
with snuffles. On two occasions adenoid enlargement was 
found ‘‘ so great that surgical removal ’’ was necessary. 
Hypertrophy of adenoids may indeed be present in 
the newborn, but adenoidectomy should be avoided at 
such an early age. In these cases a potential nasal airway 
must be demonstrated. This can be done by holding a 
wisp of cotton-wool at the nares and watching the wool 
move. If this fails a small, soft rubber catheter can be 
passed into the nose and observed in the oropharynx. 
In snuffles in the newborn it is the mother who is 
distressed, not the baby! If the former is reassured and 
the latter left alone for a few weeks it will be found that 
‘‘ the snuffles has cleared up completely, doctor.” 
Salisbury. BRIAN REEVES. 
5. Johnson, J. B. J. Amer. med. ‘Ass. 1942, 188, 799. 
6. Minot, G. R., Davidson, C. S., Lewis, J. H., Tagnon, H. J., 
Taylor, F. H. L. J. clin. Invest. 1945, 24, 704. 
7. Frick, P. G., MeQuarrie, I. Pediatrics, 1954, 13, 44. 
8. Brooks, B. F., Hsia, D. Y-Y., Gellis, 8. 8. New Engl. J. Med. 
1953, 249, 58. 
9. Grant, G. H., Wallace, W. D. Lancet, 1954, ii, 671. 
10. Ministry of Health and Department of Health for Scotland. 


Medical Memorandum on Poliomyelitis, 1954. 
11. Anderson, 8. G., McLorinan, H. Med. J. Aust. 1953, ii, 182. 
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GASTRO-ENTERITIS FOLLOWING ANTIBIOTIC 
THERAPY IN MEASLES 


Srr,—On Nov. 13, and in two other leading articles 
in the past year,! ? you drew attention to a serious hazard 
of antibiotic therapy: multiplication in the intestinal 
tract of resistant strains of staphylococci. During an 
epidemic of measles in Athens this year, of 195 patients 
in the Children’s Hospital who had been given anti- 
biotics as part of their treatment, a severe gastro- 
enteritis developed in 22, and 14 subsequently died. 
This account of the condition is given as a further warning 
against the possible dangers of these drugs. 


The syndrome developed in the exanthematous stage of the 
measles, or a few days later, with sudden onset of a small- 
bowel type of diarrhcea, at first without colic or tenesmus ; 
later the stools became fecal, or watery. At the onset of 
the syndrome the exanthema was characteristically pale 
violet in colour. A few patients vomited food or bile ; altered 
blood was present in the vomit of the more seriously ill. 
Cyanosis, coldness of the extremities, and a fall in blood- 
pressure accompanied these symptoms. Deaths usually 
occurred a few hours from the time of onset of the syndrome ; 
acidotic breathing was observed in those who survived longer. 

In the initial stage the only important electrolyte change 
was a small decrease in the blood-potassium level ; later, the 
alkali reserve was definitely lowered. Blood and urine cultures 
were negative, 

Dehydration was countered with intravenous fluids, plasma, 
and small transfusions ; adrenal products and large quantities 
of vitamins were also given intravenously. Sulphaguanidine 
and opium were given to diminish bowel peristalsis. In the last 
5 cases erythromycin, in doses of 30 ing. per kg. body-weight, 
was given, but 2 of these cases died within twenty-four hours. 

Necropsies were performed on 3 infants who died three, six, 
and twelve hours respectively after onset of the syndrome, and 
revealed the changes of an acute catarrhal gastro-enteritis : 
hyperemia, cedema, hemorrhage, and erosion of the mucosa 
and submucosa of the stomach, small bowel, and (to a lesser 
extent) large bowel. Gastric and mesenteric lymph-nodes 
were moderately enlarged. The liver in 1 case was enlarged, 
and showed slight interstitial and parenchymal hepatitis, with 
cloudy degeneration of liver cells. Feces, and blood taken 
from the heart, were cultured in 6 cases: 3 were negative ; 
1 gave growths of staphylococci (coagulase-positive) from both 
blood and feces; 1 a growth of staphylococci (coagulase- 
positive) from faeces only ; and | a growth of gram-negative 
cocci from the feces. All these 6 patients subsequently died. 

It is well known that mild symptoms of gastro- 
enteritis may appear during the course of measles, but 
only very rarely does death result. The acute condition 
described here was, almost certainly, a result of anti- 
biotic therapy. No case developed among the 195 
children who did not receive antibiotics ; but 15 of the 
22 cases with the syndrome were known to have received 
antibiotic treatment in hospital for one or other compli- 
cation of measles (bronchopneumonia, laryngitis, or 
encephalitis). The antibiotics used were penicillin and 
streptomycin in 11 eases, chloramphenicol in 2 cases, 
and aureomycin in 2 cases. In the 11 patients given 
penicillin and streptomycin the diarrheic syndrome 
developed two to eight days from the start of antibiotic 
therapy. The other 7 were admitted with the condition 
already established : but because the sale of antibiotics 
in Greece is unfortunately unrestricted, it is more than 
likely that before admission they also had received some 
form of antibiotic treatment. If account is taken of the 
widespread use of these drugs in Greece, it seems likely 
that a higher proportion of patients receiving anti- 
biotics contracted gastro-enteritis in hospital than out- 
side the hospital ; this suggests that in the hospital were 
strains of staphylococci which, through frequent contact 
with antibiotics, had become more resistant and more 
virulent. 

Our series differs from others that have been recorded 
both in the high incidence of the condition (it developed 





1. Lancet, 1954, i, 967. 
2. Ibid, 1953, ii, 1245. 
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in 7:6% of patients receiving antibiotics) and in the 
rapidity of its course (11 of the 14 deaths occurred within 
twenty-four hours of the onset of symptoms). The 
explanation probably lies in the known damaging 
effect of the virus of measles on intestinal mucosa, and 
in the fact that infections superimposed on measles 
tend to be particularly severe (e.g., diphtheria or scarlet 
fever). It may be advisable to avoid using antibiotics 
in the treatment of measles—with or without complica- 
tions—in hospitals ; sulphonamides can safely be used 
instead. At all events, our experiences emphasise how 
unwise it is to give antibiotics unnecessarily, particularly 
in children. 

C. CHOREMIS 

C. TSENGI 


Peediatric Clinic, . 
C. Economou-MAvRovu. 


University of Athens. 


Parliament 


Pensions and Benefits 


THE new session of Parliament was opened by the 
Queen on Nov. 30. Among the principal measures fore- 
shadowed in the Gracious Speech were the Government’s 
proposals for increasing pensions. Mr. OsBERT PEAKE, 
Minister of Pensions and National Insurance, explained 
the proposals in detail in a statement in the Commons on 
the following day. The Government, he said, had now 
received the Actuary’s report on the first five years’ 
working of the National Insurance scheme, and the 
report of the Phillips Committee, and he was consequently 
in a position to announce the improvements he had 
worked out with the help of the Chancellor of the 
Exchequer. 


The basic rate of war pensions for 100% disability is to be 
raised from 55s. to 67s. 6d. Smaller assessments are to be 
increased proportionately. The standard rate for war widows 
with children, or for widows over 40 years of age, is to be 
raised from 42s. to 52s. 6d., with appropriate increases for 
their children. Orphans’ rates are also to be increased. 

There are also to be increases in the special allowances paid 
to seriously disabled men. For example, the constant 
attendance allowance is to be increased from 25s. to 30s., 
and for the most serious cases from 50s. to 60s. The new rates 
are to come into force at the beginning of February and will 
cost the Exchequer an additional £15 million in a full year. 

The standard rate of industrial-injury benefit, and of the 
100° industrial-disablement pension, is to be raised from 
55s. to 67s, 6d. The widows’ rate, now 37s., is to be raised to 
45s. All the extra allowances payable with industrial disable- 
ment pensions are also to be increased. The standard rate of 
retirement pension, as well as unemployment benefit and 
sickness benefit, is to be increased from 32s. 6d. for a single 
person to 40s., and from 54s. for a married couple to 65s. 
The new rate for widow’s pension is to be 40s., and the widow's 
allowance for the first thirteen weeks is to rise to 55s. There 
are to be appropriate increases under both schemes in the 
allowances for children and other dependants. 


Mr. Peake said that these increases would add about 
£120 million in the first full year to the amount at present 
paid in national insurance and industrial-injury benefit 
and pensions. To help finance these higher benefits the 
contribution by the employed person and his employer 
would each be increased by ls. The contribution for the 
self-employed would be increased by the same amount ; 
for the non-employed it would be somewhat less. These 
increases in contribution would carry with them an 
increase of over £20 million a year in the supplement 
from the Exchequer. The Exchequer would also assume 
a liability to pay into the National Insurance Fund a sum 
not exceeding £325 million in the aggregate over the next 
five years, to meet deficiencies which would in any case 
have arisen from the increasing number of retirement 
pensioners ; deficiencies which would be increased by the 
higher rates of pensions and other benefits now proposed. 

All the increased rates would be made effective as soon 
as possible, but in view of the vast numbers of benefits 
and pensions to be adjusted, the work would have to be 
spread to avoid breakdown. The new rates of retirement 
and widows’ pensions would come into operation during 
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the last week in April, and all the other changes by the 
end of May. The new rates of contribution would be 
payable in June. It-was hoped that the Bill, which was 
being introduced at once, would become law before 
Christmas. 

Dealing with National Assistance, Mr. Peake said the 
increases in benefits and pensions would have to be taken 
into account in calculating assistance grants, but he had 
accepted proposals from the National Assistance Board 
for increases in the assistance scales of 2s. 6d. for a single 
adult and 4s. for a married couple, and appropriate 
increases in the other rates. If the draft regulations were 
approved, payment of assistance at the higher rates would 
start on the first Monday in February. The propusals 
announced in this statement would cost the Exchequer 
in all about £25 million in the first full year. 


Appointments to Hospital Management Committees 


In the House of Commons on Dec. 2, Mr. ARTHUR 
BLENKINSOP said that it was laid down in the N.H.S. 
Act that these committees were to be appointed by 
the regional hospital boards after consultation with 
the H.M.c.s themselves, with the executive councils, the 
local health authorities, the senior medical staff of the 
hospitals concerned, and “other organisations.” In 
practice no-one understood how these consultations 
were arranged. He said there had been too much secrecy. 
There was no reason, so far as he could see, why the 
regional hospital boards should not let people know 
more about what they did, and roughly what approaches 
they made, before selecting members for management 
committees. What proportions, he asked, were desirable 
in culling members from the different bodies to be 
consulted ? For instance the suggestion that all medical 
officers of health should sit on H.M.C.s was impracticable, 
but a reasonable number of M.O.H.s should have 
this closer contact with hospitals. Again many were 
of the opinion—the B.M.A. certainly took the view— 
that there ought to be more representatives from general 
practice. A more difficult question was what representa- 
tion should be given to the senior medical staffs of the 
hospitals. The criticism had been made that there was 
already too much medical representation on the com- 
mittees, and more than once the Ministry had suggested 
to regional boards that they should limit the medical 
representation on management committees. Among the 
bodies which had lost representation in the last few 
years were the trade-union organisations. He did not 
believe that representation on these committees should 
be political, but the trade unions did represent a large 
proportion of the community. He wondered if it would 
be possible for more H.M.c.s to adopt the practice of 
holding an annual conference with voluntary organisa- 
tions. He wished the Minister would encourage more 
contact of this kind with the public. 

Mr. IAIN MACLEOD, Minister of Health, agreed that 
there had been many complaints about appointments to 
H.M.c.s; but- this was not surprising, because about 
10,000 people were involved, and not everyone could 
be pleased. This responsibility was laid by the Act on the 
regional boards, and he could not interfere in individual 
appointments. But he accepted the suggestion that he 
should satisfy himself from time to time that the Act 
was being properly implemented. From inquiries which 
he had made into the consultations carried out by the 
boards he agreed that on the face of it these did not look 
wholly satisfactory, but one must remember the infinite 
variety in the regions and in the problems that con- 
fronted them. It seemed to him that it would be wrong 
to enforce uniformity of consultation. These matters 
had to be left largely to the regional boards. He agreed 
that on the whole the more information that was given 
the better, and if there was any suspicion, as there well 
might be, about appointments to hospital management 
committees one of the best ways of dispelling it would 
be to let the local press know exactly what methods were 
used. He had no evidence that appointments of medical 
staff to H.M.c.s had been excessive. It seemed to him 
to be essentially a matter which ought to be left to the 
boards themselves. He was at one with Mr. Blenkinsop 
in trying to get the hospitals more in touch with local 
people, but the problem was one for solution not by 
circular but by ordinary human relations. Perhaps the 
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most important human personal relations to get right 
were those between the local press and the secretary or the 
chairman of the local H.M.c. 


Handicapped Children in Scotland 


On Dec. 1, Mr. WILLIAM HANNAN prayed against the 
Special Educational Treatment (Scotland) Regulations, 
1954, which lay down the categories of school-children 
who need special educational facilities, not because he 
disapproved of them, but because he wished for further 
information. 

Commander T. D. GALBRAITH, joint under-secretary 
of State for Scotland, said that 68,000 children might 
come under the regulations. Of these about 24,000 were 
suffering from speech defects, and about 9600 were 
slightly deaf. These could be dealt with in the ordinary 
schools. Many of the 5600 physically handicapped 
children could also attend ordinary schools. That 
left -about 24,000 children who would need places in 
special schools. He felt strongly that only children who 
could not be taught in ordinary schools should go to 
special schools. Backward and retarded children had 
not been included in this connection. He hoped that 
where parents hail a handicapped child in their home 
they would notify the authorities. No matter how crippled 
a child might be everyone would wish to see that he had 
the best possible chance of education. 


Obituary 


ARCHIBALD CATHCART ROXBURGH 
M.A., M.D. Camb., F.R.C.P. 


Dr. A. C. Roxburgh, consulting physician for diseases 
of the skin at St. Bartholomew’s Hospital, died on 
Dec. 3 at the age of 68. 

He was born at Valparaiso, the son of the late Archibald 
Roxburgh of Valparaiso and Liverpool, and he was 
educated at Charterhouse and Trinity College, Cam- 
bridge, where he took a first-class in the natural sciences 
tripos in 1908. In 1909 he obtained the senior entrance 
scholarship at St. Bartholomew’s Hospital, where he 
qualified in 1912, taking his 
M.B. Camb. the following year. 
After holding house-appoint- 
ments at Barts he joined the 
Navy as a temporary surgeon 
lieutenant in 1914. 

He served all through the 
war, and after demobilication 
he returned to civilian life to 
take his M.R.c.P. in 1919 and 
his M.D. two years later. During 
these years he held clinical 
assistantships in the skin 
department at Barts, later 
becoming chief assistant. He 
also acted as assistant medical 
officer for venereal diseases at 
Barts, as casualty outpatients 
surgeon at St. Paul’s Hospital 
for Skin Diseases, and as con- 
sultant for venereal diseases at the Battersea Borough 
Maternity Hospital. Soon afterwards he was appointed 
assistant physician to St. John’s Hospital for Diseases of 
the Skin, and in due course he joined the staff at Barts. 
Many Barts men will recall his homely and lucid demon- 
strations in his well-lit department on the second floor. 
In 1929 he was elected F.R.c.P. 

His private practice had grown rapidly, but he found 
time to serve as dean and Chesterfield lecturer at the 
London School of Dermatology and to edit the British 
Journal of Dermatology. His own writings were also 
numerous, and his textbook on Common Skin Diseases, 
of which the tenth edition is shortly to be published, is 
a practical vade-mecum for the dermatologist. 

Dr. Roxburgh’s talent for photography was not con- 
fined to his leisure hours. He used to take all his own 
clinical photographs, and when he left Barts he presented 
the department with a fine collection of photographs. 
B. R. recalls how Dr. Roxburgh always did his own 
developing and printing, *‘ preferring not to delegate 
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these duties to those who might not produce results of 
the standard he wanted. He used to send his friends 
examples of his work as Christmas cards—one year it 
would be a crypt of a cathedral ; another year, a church 
exterior. Technical efficiency in photographs is easier to 
obtain than artistic merit, but Dr. Roxburgh’s photo- 
graphs had both. He was interested in the historical side 
of architecture and liked to imagine the buildings as they 
had been in the past. He was also interested in landscape 
photography, but the architecture of churches and 
cathedrals particularly inspired him and suggested musical 
themes.’’ This interest in archeology and architecture 
led to his election to the council of the British Archzo- 
logical Association, and he was also a member of the 
Royal Archeological Institute. 

Of Dr. Roxburgh’s personality, R. M. B. McK. writes : 
** Those of us who knew him for a while will—I think— 
always remember him as a big man who did things well. 
He was quiet, with the ability to get through more work 
than most of us with a minimum of fuss. Until his health 
gave cause for anxiety, he did not spare himself: the 
editions of his successful textbook were all written in 
the early hours of the morning before the time when 
most of us have breakfast, so that the labours of the day 
would not be interrupted. Behind the fagade of quietness 
and bigness and efficiency there lay four qualities which 
endeared him to so many colleagues and patients: he 
was kindly, understanding, and courteous and he had a 
good sense of humour. 

‘Tt was in keeping with his generosity that when he 
retired from Barts he endowed a prize for which the 
students can compete in dermatology each year, and it 
was typical of his modesty that he should—dquite recently 
—have rejected, in a most kindly way, the suggestion 
that ‘ next year’ he should be one of the examiners for 
this prize. That he should pass on is inevitable, but, 
selfishly, one would have wished for a few more years 
in which to enjoy the pleasure of meeting him occasionally 
and hearing again his quiet, humorous comments on the 
topics of the day. But ‘death has moulded into calm 
completeness the statute of his life.’ ”’ 

Dr. Roxburgh married in 1916 Mary, daughter of 
Lieut.-Colonel J. A. Lambert. She survives him with 
their three sons, who are all doctors, and a daughter who 
is married to a son of the late Dr. Geoffrey Evans. 


FRANK DAVIDSON JOHNSON 
L.R.O.P.E. 

Dr. Frank Johnson, who died on Nov. 26, had been 
in practice in Harrogate for over thirty years. He 
came to Edinburgh from New Zealand as a medical 
student and qualified in 1914. As an undergraduate 
he was a versatile sportsman of considerable talent, and 
he was closely associated with the original All Blacks. 
His first house-appointment was in the Hull Royal 
Infirmary, and later in 1914 he joined the R.A.M.C., 
serving for a long and arduous spell of duty in Gallipoli, 
Mesopotamia, and France. He rose to the rank of 
lieut.-colonel, commanding the 87th field ambulance, 
and he was a familiar figure with the British Forces in 
Cologne in 1919. 

On demobilisation he took refresher courses in Dublin 
before he settled in Harrogate in 1921. 

+. F. W. writes: ‘‘ Frank Johnson loved Harrogate and 
Harrogate loved him, and it is a remarkable fact that he 
was not away from Harrogate during the last thirty- 
three years for very long or very often. He brought to 
bear upon the problems of general practice not only a 
shrewd and accurate clinical power but also a kind of 
robust benevolence and great sincereity of purpose. 
I knew him for forty years and I never heard him say 
a syllable of disparagement about anyone living or dead. 
Unfortunately, the last few years of his life were clouded 
by ill health which he bore with characteristic fortitude 
and cheerfulness.’’ 

Dr. Johnson leaves a widow and two sons, one of whom 
is a_doctor. 





Mr. Ernest W. Maver, who died on Nov. 14 at the age of 
86, entered the firm of Mayer & Phelps, later Down Brothers 
and Mayer & Phelps, in 1884 and retired in 1946 owing to 
failing sight. From 1922 to 1928 he was chairman of the 


Surgical Instrument Manufacturers’ Association. 
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DEC. 12 To 18 
Monday, 13th 


POSTGRADUATE MEDICAL SCHOOL OF LONDON, Ducane Road, W.12 
4p.m. Dr. Donald Hunter: Lung Disease Due to Dusts. 
ROYAL SocreTy OF MEDICINE, 1, Wimpole Street, W.1 
5 p.m. Epidemiology and Preventive Medicine. Dr. G. T. Stewart: 
Environmental Factors in Anemia and Infection in 
Pakistan. Prof. George Macdonald: Measurement of 
Malaria Transmission. 
ROYAL INSTITUTE OF PUBLIC HEALTH AND HYGIENE, 28, Portland 
Place, W.1 
5 pm. Prof. E. B. Chain, F.R.S.: 
Some Biological Effects. 
INSTITUTE OF NEUROLOGY, 
W.C.1 


Biochemical Mechanisms of 
(First Harben lecture.) 


National Hospital, Queen Square, 


5.30 p.m. Dr. Paul Sandifer: Neuro-ophthalmology in Children. 

NTERIAN SOCIETY 

7.30 p.m. (Talbot Restaurant, London Wall, E.C.2.) Dr. Michael 
Ward, Sir Adolphe Abrahams, Dr. Neville Oswald: 
Shortness of Breath. 


Tuesday, 14th 
RoyYAL COLLEGE OF SURGEONS OF ENGLAND. Lincoln’s Inn Fields, 
W.C.2 


3.45 p.m. Dr. L. W. Proger: 
demonstration). 
ROYAL SOCIETY OF MEDICINE 
5.30 P.M. Experimental Medicine and Therapeutics. Prof. Clifford 
Wilson : en and Therapy in Hypertension 
8 P.M. Psychiatry. Dr. J. B. Rogers: A Children’s Psychiatric 
Unit in a Mental Hocpitel 
ROYAL INSTITUTE OF PUBLIC HEALTH AND HYGIENE 
5 p.m. Professor Chain: Antibiotics (Second Harben lecture.) 
eeaat or DERMATOLOGY, St. John’s Hospital, Lisle Street, 
Ww.c 


5.30 P.M. Dr. D. I. Williams: 
CHELSEA CLINICAL SOCIETY 
8.30 p.m. (Rembrandt Hotel, 
Inspector J. R. Garrod: 
London. 


MANCHESTER MEDICAL SOCIETY 
5 p.m. (Medical School, Manchester.) Surgery. Prof. C. A. Wells: 
Tom Tiddler’s Ground—the Frontiers of Surgery with 
Medicine and the Specialties. 





Ht 





Osteomyelitis (Erasmus Wilson 


Erythrodermias. 


Thurloe Place, S.W.7). Chief 
Dangerous Drug Traffic in 


Wednesday, 15th 


POSTGRADUATE MEDICAL SCHOOL OF LONDON 
2p.m. Prof. A. Wormall: Isotopes in Medical Investigation. 
ROYAL SOCIETY OF MEDICINE | 
P.M. Comparative Medicine. Prof. P. A. Buxton, F.R.s.: 
Ecology of Trypanosomiasis. Prof. G. W. A. Dick: 
Ecology of some Arthropod-borne Diseases of Man and 
Animals. ’ 
8.15 p.m. General Practice. Dr. D. G. French, Dr. M. C. G 
Israéis : Aneemia in General Practice. 
RoYAL INSTITUTE OF PUBLIC HEALTH AND HYGIENE 
5 P.M. Professor Chain: Fate of Glucose and Fructose in 
Animal Tissues and the Mode of Action of Insulin. (Last 
Harben lecture.) 
INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. J. O. Oliver: 
Diseases. 
EUGENICS SOCIETY 
.30 P.M. (Royal Roatety. Burlington House, Piccadilly, W.1.) 
Mr. P. R. Cox, F.1.A.: Demographic Developments in 
Great Britain since the Royal Commission on Population. 
RoYAL COLLEGE OF SURGEONS OF EDINBURGH, 18, Nicolson Street, 
Edinburgh, 8 
3.30 P.M. Prof. Robert Merle d’Aubigné (Paris) : 
and Technique of Hip Arthroplasty. 


Thursday, 16th 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
5 P.M. Dr. W. M. Keynes: Anatomy and Surgery of the Supra 
vesical Fossa. (Arris and Gale lecture.) 
wetter oe OF MEDICINE 
4.45 p.m. Dermatology. Case demonstration. 
LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant. Liverpool, 3 
8 p.m. Prof. L. 8S. P. Davidson: From the Cape to Cairo—a 
Medical Pilgrimage. 
UNIVERSITY OF ST. ANDREWS, Medical School, 
Dundee 
5p.M. Prof. Alexander Mair : 
to Present-day Needs ? 


Blood and Bone Marrow in Skin 


Indications 


Small’s Wynd, 


Is the Medical Curriculum Attuned 


Friday, 17th 
INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. F. R. Bettley: 


BIOCHEMICAL SOCIETY 


Clinical demonstration. 


2Pp.M. (Guy’s Hospital Medical School, S.E.1.) Scientific papers. 
SLER CLUB 
. 7.45 p.m. (11, Chandos Street, W.1.) Mr. W. J. Bishop, F.L.a.: 


History of Medical Caricature. 


RoyaL mq OF PHYSICIANS ane SURGEONS OF GLASGOW, 
243 Vincent Street, Glasgo 


5PM. Sr A. B. Kerr: Ulcerative Colitis. 
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Notes and News 





HOSPITAL STAFFING 


A MEETING of the senior hospital medical officers of the four 
Metropolitan hospital regions was held on Dec. 4, under the 
chairmanship of Mr. M. O’Regan. Mr. G. Waring Robinson, 
chairman of the s.H.M.o. Group, said that the group, formed 
on May 29, was now recognised by the council of the B.M.A. ; 
and. one of its members had been elected to serve on the 
Central Consultants and Specialists Committee. The group 
was pressing for representation at all levels in hospital organi- 
sation. With regard to remuneration “ consultant pay for 
consultant work—the rate for the job—is our slogan,” said 
Mr. Robinson. 

The following resolutions were adopted unanimously : 

1. That the proposals of the Strachan Subcommittee be 
rejected. 

2. That the consultant establishment be expanded. 

3. That all s.4.M.0. posts and s.H.M.0.8 be reviewed, with 

a view to upgrading, by an impartial committee on which 

S.H.M.O.8 were represented 

4, That the use of any intermediate grade as a source of 
cheap labour to do consultant work be opposed. 

5. That all promotion to consultant rank be through a 
specialist grade for as long as such a grade was retained. 

6. That for as long as any form of s.H.M.0. grade was 
retained there should be full clinical freedom in the appoint- 
ment, and the salary should be 80% of the maximum 
consultant salary. 


A COMMUNITY FOR THE DISABLED 


THE Cheshire Foundation Home for the Sick, Le Court, 
Liss, Hampshire, was founded in 1948 by Group-Captain 
G. L. Cheshire to provide a.communal home for seriously 
disabled ex-Service men and women. Largely as a result of 
a generous grant by the Carnegie United Kingdom Trust, a 
new building has been erected, to replace the previous 
dilapidated and inconvenient one. The new home, which 
was Officially opened on Dec. 2, will provide accommodation 
and medical care for young persons of either sex with incurable 
complaints. Sixteen of the patients are maintained by the 
South West Metropolitan Regional Hospital Board, and 
local authorities have accepted responsibility for some of the 
remainder ; but voluntary donations are still needed. 


X-RAY SCREENING BY TELEVISION 


A REMARKABLE demonstration of televised X-ray screening 
was recently staged by Marconi Instruments Ltd. The 
apparatus included a modified image intensifier and an 
ordinary television camera. 

An image intensifier is a device for increasing the brightness 
of the X-ray screen, so that it can be viewed in subdued 
daylight. The intensifier converts the incident X rays, not 
into visible light as with an ordinary X-ray screen, but into 
electrons. The energy of these electrons is then greatly 
increased by subjecting them to a high potential difference ; 
and it is at this stage that the added power, eventually 
translated into increased brightness, is introduced. The 
electron stream is next focused by a system of electrostatic 
fields (electron lenses) and finally impinges on a small fluores- 
cent screen which reconverts the electrons into visible light. 
At the demonstration this light was reflected into a standard 
television camera, and the televised image was viewed on an 
ordinary commercial television set in an adjoining room. 

The results were surprisingly good. The detail was suffi- 
cient to show individual tooth roots (but not the lamina dura), 
and the vascular lung shadows were clearly visible and 
pulsating. The bowel pattern with barium could be easily 
followed, but it is doubtful whether a small ulcer crater would 
have been visible. This was a most convincing demonstration 
and it is to be hoped that the idea will be developed. Con- 
siderable increase in efficiency may be expected when a special 
camera can be designed for the purpose; and it may prove 
ossible to cut out the light stage altogether, using only the 
electrons from the intensifier. Apart from its obvious uses 
n teaching, this method might be of value in the theatre 
‘or orthopedic operations, or in cases where a contrast 
nedium is introduced directly on the table—for example, for 

tholangiography, portal venography, or possibly selective 
wmgiocardiography. 


MY LEFT FOOT 


THE captivity of cerebral palsy is hard to endure, even 
if—perhaps especially if—the mind is normal. Christy 
Brown, born into a vast family of Irish brothers and sisters, 
had a mind both sound and sensitive and a gift for self- 
expression. For his first five years, however, he had no means 
whatever of expressing himself: unable to walk, unable to 
control his hands, unable to speak, he watched the other 
children. But one day he reached out with his left foot and 
took a stick of yellow chalk out of his sister Mona’s hand, and 
holding it between his toes scrawled the letter “A.” It was 
his first communication with his world; and now, at 22, he 
has written his autobiography,' and written it well. This is a 
moving little work, not only because he reveals so clearly the 
frustrations and triumphs of his lot, but also because of the 
picture he draws of a gay noisy family full of loving kindness, 
and an indomitable mother, unquenched by childbearing 
(she has had twenty-two children and reared thirteen of 
them), who stuck at nothing to help him—not even at 
bricklaying. 

PROVERBS FOR PLEASURE 


ALIKE for pleasure and use, Dr. Pullar-Strecker has given 
us a beautiful book.? To a generation of urban newspaper- 
readers, sated but unsatisfied, he offers a selection of the 
pithy sayings of our earthier forefathers—the sayings that in 
every country have survived because they conveyed a live 
thought. With inconspicuous scholarship he arranges them 
in such a way that the writer or speaker seeking something 
apposite will usually be able to find the proverb he vaguely 
remembers, or one even better; but the collection will be 
enjoyed both by the reader with a purpose and by the reader 
with none. 

His aim has been to give us “‘ the uncommon, downright, 
virile Sweat makes good mortar, and its fellows . . . rather than 
the insipid No gains without pains, &c.”’ Here are a few of the 
2000 : 

He that speaks the truth must have one foot in the stirrup. 

Tomorrow is often the busiest day of the week. 

The poor are cured by work, the rich by the doctor. 

What is bought is cheaper than a gift. 

Feel for others—in your pocket. 

The higher the ape climbs, the more he shows his bald behind. 
The doctor who would heal another’s hurt should not show his own. 
The wise man sits on the hole in his carpet. 

A groaning horse and a groaning wife never fail their master. 

God is a good worker, but he loves to be helped. 


If you ferry at all, ferry right over. 
Lips, however rosy, must be fed. 


A great proverb, Dr. Pullar-Strecker says, “ conveys its 
message in the fewest words and addresses us as grown-ups 
and not as children ; we may take it or leave it. It may tease, 
but does not sting nor leave an unpleasant after-taste. Com- 
pare the proverb One does not get a headache from what other 
people have drunk with the maxim We are always strong enough to 
bear the misfortunes of others, and I have made myself clear. 
Man-made truths, even by La Rochefoucauld, cannot escape 
an unintentional sting; it takes a whole nation to produce 
one that is stingless.”’ 

The contrasts as well as the affinities of proverbs are illus- 
trated: the author likens them to coins, and for ready com- 
parison he fhakes obverse and reverse confront one another 
on his pages. In these contrasts, as elsewhere, he gives us much 
to think about; and in enjoying it all we may fairly dispute 
the Arabic saying “Seek counsel of him who makes you 
weep, and not of him who makes you laugh.” 


A DIRECTORY OF CONVALESCENT HOMES 


Parr tt of the directory of the British Hospitals Contributory 
Schemes Association (1948) contains details of homes serving 
provincial areas in England and Wales. It is complementary 
to the directory published by King Edward's Hospital Fund, 
which gives details of homes serving the Greater London area. 
The information is well set out and should be useful to almoners, 
local health authorities, and others who arrange for con- 
valescent patients. The 31 independent homes given in the 
directory have all been visited by representatives of the 
association and only those conforming to its standards have 
been included. The directory may be had (1s. 6d.) from the 
offices of the association, Royal London House, Queen 
Charlotte Street, Bristol, 1. 


1. My Left Foot. London: 








Secker & Warburg. Pp.192. 9s. 6d, 


2. Proverbs for Pleasure : Uncommon Sayings Collected, Arranged, 
and eT oe es Do is me 


London : Ohristopher 


Johnson. 
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DESIGN OF ANIMAL-HOUSES 


In the second annual volume of collected papers of the 
Laboratory Animals Bureau ! ten authorities on the design of 
animal-houses describe practical solutions for problems of 
accommodation, heating, lighting, and ventilation. The 
volume is illustrated with numerous plans and photographs, 
and should prove a valuable guide to all concerned with the 
welfare of laboratory animals. 





University of Cambridge 
On Nov. 27 the following degrees were conferred : 


M.A.—A. D. Dickson, Christopher Parish, L. M. Rages. 

M.D.—* Gavin Hildick-Smith, H. G. Mather, P. F. D Naylor, 
P. M. Wormald. 

M.B., B.Chir.—* R. J. Vince. 

M.B.—R. N. Galloway, R. K. Gilbert, F. L. 
Plaxton, R. G. D. Small. 


Johnstone, M. R. K. 


* By proxy. 
University of Dublin 


On Dec, 2 ny oe degrees were conferred : 


M.D.—R. Crone, G. Keane, T. J. C. Warriner. 

M.Ch.—D. oP V. oe: 

M.A.O.—Hugo McVey. 

M.B., B.Ch., B.A.O.—D. A. Akintonde, Walter Bottomley, T. P. 
Cairns Robert Chesney, A. G. P. Cotter, W. S. Crawford, Dorothea 
H. M. — R. 1. Dankyi, G. P. O. Fenton, Victor Gouws, 8. W. D. 
Hall, M. M. Haniff, A. N. Henry, D. N. Johnstone, Anne J. Kevany, 
E. L. Kostick, J. G. Leather, William McGuinness, 0. A. Ojo, 
W. MeN. Orr, 5. E. Parker, P. J. P. Pillar, Danuta E. Pollard, J. W. 
ss. A. > Skuce. 

L.Med,—T, J. Stack. 


Royal College of Physicians of Edinburgh 

At a meeting of the college held on Dec. 2, Dr. L. S. P. 
Davidson was re-elected president, Dr. A. Rae Gilchrist was 
elected vice-president, and the following were elected members 
of council : 

Dr. E. R. C. Walker, Dr. W. Lindsay Lamb, Dr. 
Dr. J. G. M. Hamilton, and Dr. Thomas Anderson. 


Welsh National School of Medicine 
Dr. R. A. Holman has been appointed senior lecturer in 


clinical bacteriology and Dr. R. J. K. Brown senior lecturer 
in child health. 


I, Simson Hall, 


Third International Congress on Criminology 


This congress will be held at Bedford College, London, from 
Sept. 12 to 18, 1955, and Recidivism has been chosen as the 
main subject for discussion. Further particulars may be 
had from the organising secretary, 28, Weymouth Street, W.1. 


Congress of Neuropathology 


The second International Congress of Neuropathology is to 
be held at the Royal College of Surgeons, Lincoln’s Inn Fields, 
London, W.C.2, from Sept. 12 to 17, under the presidency of 
Dr. J. G. Greenfield. Subjects chosen for discussion include : 
the neurone; the blood-brain barrier in inflammation and 
allergy ; and malignancy of the gliomas. Further particulars 
may be had from the secretary, Dr. W. H. McMenemey, 
Maida Vale Hespital for Nervous Diseases, W.9. 


Birmingham Region S.H.M.O.s 

A meeting of senior hospital medical officers in this region 
is to be held at the Birmingham Medical Institute, 154, Great 
Charles Street, Birmingham, 3, at 3 p.m. on Saturday, Dec. 18. 
Any s.4.M.0. who cannot attend the meeting is asked to get 
in touch with Dr. F. E. G. Griffiths, 21, Station Road, 
Kenilworth, Warwickshire. 


European Hematological Society 

This society is to hold its fifth international congress at 
Freiburg im Breisgau from Sept. 20 to 24, 1955, under the 
presidency of Prof. L. Heilmeyer. 


Commonwealth Bursaries 


Awards under the Royal Society and Nuffield Foundation 
Commonwealth bursaries scheme include the following : 


Dr. A. d’A. Bellairs, reader in anatomy, St. Mary’s Llospital 
Medical School, to study material in South Africa on the morphology 
and development of the vertebrate skull, from June to September, 
1955. 

Dr. 8S. N. De, professor of pathology, Nilratan Sircar Medical 
College, Cale utta, to study the mechanism of action of the cholera 
vibrio, at University College Hospital Medical School, London, from 
June to Se ptember, 195 55. 

a. Laboratory Animals | Bureau. Collected Papers. 1954. Volume 1. 
The Design of Animal Houses. Obtainable from the publishers, 
Laboratory Animals Bureau, M.R.C. Laboratories, Holly Hill, 
Hampstead, London, N.W.3. Pp. 75. 7s. 6d 





APPOINTMENTS-—BIRTHS, 


MARRIAGES, AND DEATHS [pec. 11, 1954 
Harben Lectures 

On Monday, Tuesday, and Wednesday, Dec. 13, 14, and 15 
at 5 p.m., Prof. E. B. Chain, F.x.s., will deliver these lectures 
to the Royal Institute of Public Health and Hygiene, 
28, Portland Place, London, W.1. He has chosen as his subject 
the Biochemical Approach to Biological Phenomena. 


Exhibition of Scientific Papers by Israeli Scientists 

This exhibition, at the Consulate of Israel, 18, Manchester 
Square, London, W.1, will be on view for a fortnight from last 
Tuesday. The medical section is concerned, among other 
things, with the special problems—epidemiological and 
nutritional—arising from rapid non-selective immigration and 
war. For example, before 1950 no epidemic of poliomyelitis 
had been recorded in Israel but in that year 1600 cases were 
notified. During the period of acute food shortage a new 
approach to nutritional evaluation of proteins, based on a 
microbiological test, was worked out. 


Central Council for the Care of Cripples 

Next year the council’s study, which is to be held from 
July 18 to 25, will be based on London. Delegates will be 
shown work for patients with paraplegia, rheumatic diseases, 
and cerebral palsy. Further particulars may be had from 
the secretary of the council, 34, Eccleston Square, S.W.1. 


Francis Amory Septennial Prize 


The American Academy of Arts and Sciences offers a sub- 
stantial prize for outstanding work on diseases of the human 
reproductive organs, in particular those of men. No formal 
applications and no essays from candidates are desired ; but 
nominations, based on work done between Nov. 10, 1947, 
and Nov. 10, 1954, should be sent to the academy, 28, Newbury 
Street, Boston 16, Massachusetts. 


Medical Visitors from Russia 


Three of the party of Russian doctors who are visiting 
this country at the invitation of the Society for Cultural 
Relations with the U.S.S.R. are to read papers on Monday, 
Dec. 20, at 8 p.m. at 14, Kensington Square, London, W.8. 
Prof. A, N. Shabanov, chief surgeon of the Botkin Hospital, 
Moscow, will speak on the pathogenesis and treatment of some 
vascular diseases, Prof. R. E. Kavetskii, member of the 
Ukrainian Academy of Science, on the réle of the nervous 
system in the development of experimental tumours, and 
Dr. Borisov, director of the Sochi Health Resort, on health 
resort treatment. 





Appointments 





DELANEY, E. anzsthetic registrar, United Norwich 
Hospitals. 

Dick, HARRIET M., M.B. Mane. : asst. 

Marr, HELEN E., M. B. Manc., D.P.H. 

PARTINGTON, M. -, M.B. Lond., 
Norwich Hospitals 

PauL, JOHN, M.B. Glasg., M.R.C.P.E. : 
Tottenham, Middlesex. 


J., M.B. N.U.I. : 
school M.O., Manchester. 

asst. school M.O., Manchester. 
PH. D.: medical registrar, United 


appointed factory doctor, 


STEPHENS, L. S., M.B. Birm., D.OBST., D.P.H.: asst. M.O., school 
health and child welfare, Worcestershire. 
STOKES, ELIZABETH H., F.R.C.S.1. : asst. school M.o., Manchester. 
Colonial Medical Service : 
ANDERSON, R. J., M.B.: resident M.o. (Intern), Kenya. 
BrEARcROFT, W. G. C., M.B. Birm.: medical research officer, 
West African Virus Research Institute, Nigeria. 
BRUNEL, T. E., M.D.: medical superintendent, Mental Hospital, 
Mauritius. 


ELBERT, LOUISE E., 
GORDON, 5. G., 
HALg, M. I., 


M.B. Glasg. : 
M.B, Lond., D.P.H. : 
M.B.: asst. M.O., 
James, W. V., M.B. Lond. : 
JONES, DoRoTHY Pos 


M.O., Federation of Malaya. 
senior M.O. (admin.), Nigeria. 
Bahamas. 

M.O., Northern Rhodesia. 

M.B. Leeds: M.O., Hong-Kong. 

Lu MSDEN, J. W. F., M.A., M.B. Edin. : M.o., Singapore. 

LYDON, DANIEL, M.B. N.U.1.: senior M.O. (elin.), Nigeria. 
MAXWELL, J. I., M.B.: M.O., Kenya. 

Menon, J. A., M.B. Lond. : M.O., Sarawak. 

O’DriscoL., G. C. V., M.B. Dubl.: senior M.o. (admin.), Nigeria 
Sracey, N. P. St. C., M.B., F.R.C.8.: surgeon, British Guiana. 
WatTT, GEORGE, M.B. E. , M.B. Edin.: D.c.M.o., Gold Coast. 


Births, Marriages, and Deaths 


BIRTHS 
ARCHIBALD.—On Dec. 3, to May, wife of Dr. R. McL. 
of Rotherham—a son (Iain Alisdair Campbell). 


DEATHS 
1, Geoffrey Helps, M.R.c.s 








Archibald, 


HELps.—On Dec. 
Road, Jersey. 


., of 11, St. Saviour’s 
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THIS WOMAN is in shock. Her blood tion in significant concentration during 





pressure must be raised swiftly and main- the critical 24 hours. 
tained, now, during any operation which DEXTRAVEN Can be given immediately by 
may follow, and in the -post-operative intravenous infusion. It is stable indefi- 
period. nitely under all climatic conditions—no 
A CLEAR CASE FOR DEXTRAVEN, special storage precautions are necessary. 
the optimal fraction dextran. DEXTRAVEN is approved by the Ministry 
DEXTRAVEN raises the blood pressure of Health. Fully descriptive literature is 
swiftly and surely, and because there is available and a Technical Information 
minimum wastage stays in the circula- \ Service is always at your disposal. 








A 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE BENGER 


PRODUCT 
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Gentle 

reminder. In the ritual of antisepsis there can 
be no relaxation. In the operating theatre, in the labour ward, 
in the first-aid post, ‘DET TOL’ is a constant reminder that the 


greatest triumph over infection still lies in its prevention. 
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A Soft Diet Menu— 
but delicious ! 


Heinz Strained Vegetable 
Soup diluted with milk.’ A 
lightly cooked omelette filled 
with Heinz Strained Chicken 
Broth. And to follow, Heinz 
Strained Plums with Semo- 
lina garnished with whipped 
cream. 


IT IS, OF COURSE, only natural for a 
patient to dislike the idea of a Soft 
Diet. He often visualises tasteless, 
tedious meals and, possibly, unsatis- 
fied hunger. But with Heinz Strained 
Foods available to him, a soft diet 
can be both satisfying and actually 
interesting. 


Heinz Strained Foods come in a 
wide range providing the variety that 
the patient fears he’ll miss. They con- 
tain no unsuitable seasoning and, 
whilst all coarse fibres are removed, 


HEINZ STRAINED FOODS make a Soft Diet interesting 


““No-—a Soft Diet 


doesn’t mean 
gruel nowadays 





sufficient bulk is retained to encourage 
the bowel’s correct function. 


Scientific cooking methods con- 
serve their nutritive values making 
them actually more nutritious than 
similar foods prepared at home. They 
are a balanced team providing the 
vital proteins, vitamins and minerals. 

For hospital use, Heinz Strained 
Foods are obtainable in 15}-o0z. cans 
from the usual suppliers or direct 
from H. J. Heinz Company Ltd., 
Harlesden, N.W.10. 














}?? 





HEINZ STRAINED FOODS 


Beef Broth with Beef and Barley 

Beef and Liver Soup 

Bone and Vegetable Broth 

Chicken Broth with 
Vegetables and Cereal 

Tomato Soup - Vegetable Soup 

Beetroot-Carrots- Green Beans 

Peas - Spinach - Apples 

Apple, Prune and Custard 

Egg Custard with Rice 

Plums with Semolina 

Prunes with Cereal 

Creamed Cereal 
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Manufactured near London, England, and obtainable 


from all Surgical Supply Houses 


Diagnostic Set 


This comprehensive set of instruments for the exami- 
nation of the Ear, Eye, Nose and Throat has enjoyed 
a sustained popularity for many years. The instru- 
ments are moderately priced and will have a long 
trouble-free life. They are strongly made, well 
designed, chromium plated, untarnishable and require 
few adjustments. 


The contents are as follows— 


May Ophthalmoscope giving an unobstructed view of 
the fundus with a minimum of corneal reflex. 
Auriscope with three interchangeable specula of 
different size. Also holds the Duplay Nasal Speculum. 
Bent Arm Throat Lamp which takes either the Metal 
Tongue Depressor or a Laryngeal or Post Nasal Mirror. 
All the instruments fit into a Battery Handle which 
takes the standard Ever Ready Battery No. 2015. A 
spare lamp is included. Set No. 3003. 


LAOW LOO 


oshc instruments 


e/e¢ IOs 
o. 








The safest and best 
Rg LL of opium 





| Nepenthe contains all the constituents of opium and 
has been prescribed for over 100 years. It has been 

| found by generations of Practitioners to be the best 
preparation of Opium as it does not cause the unpleas- 
ant after-effects usually attributed to opiates. It can 
be given over a considerable period and the effect 
remains invariably constant. 


| 

| Packed in 2-oz., 4-oz., 8-oz. and 16-oz. bottles, and 
for injection in }-oz. rubber-capped bottles, sterile, 

| ready for use. 


NEPENTWE » 


(FERRIS) 


FERRIS & COLTD 


BRISTOL 


Telephone 2138: lelegrams FERRIS BRISTOI 














a good 
wine 


On the question of whether or not a 
daily glass of good wine can in many 
cases be of real benefit to health, 
medical opinion is by no means unani- 
mous. But those who hold the affirma- 
tive view can be sure of this: that among 
tonic wines none can be more safely re- 
commended than Wincarnis. Its makers 
have a very real sense of responsibility 
to the thousands who look 

on the name Wincarnis as 


nan virja vow a guarantee of goodness. 
Sa 2, we 



















WINCARNIS .: 


The trusted tonic wine 
Wincarnis RED LABEL 10/6 °: Half Bottle 5/9 
Strength 26° proof spirit 


Wincarnis GOLD LABEL 15/6 ° Half Bottle 8/3 
Strength 28° proof spirit 


Z 
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Fluoroscopic 
examination 
of the chest 
by scanning 


S 









CENTURY HOUSE 







With Philips ‘Cardanoscope’, the 
operator can carry out thorough 
fluoroscopic chest examinations, 
effortlessly without continually 
moving the screen assembly. 

In fact the latter is adjusted only once— 
for patient height. Thereafter viewing 
is by scanning —i.e. movement of the 
X-ray beam. 

By manipulation of a control arm the 
tubehead is moved in any required 
direction on both horizontal and vertical 
planes. 

For techniques other than scanning the 
X-ray head and fluorescent screen can be 
locked together so that they move in uni- 
son with the beam automatically centred. 
Philips ‘ Cardanoscope’ is powered by 
the well-known ‘ DX1’ tubehead. 


Any movement of the extension arm, upwards, 
downwards or sideways, is reproduced by the X-ray 
beam. Thus it is possible to ‘scan’ the whole 
screen with a beam of any area, 


A product of N. V. Philips, Eindhoven, Holland. 


The ‘ Cardanoscope’ is on show at 
the X-ray Centre, Century House. 


PHILIPS ELECTRICAi LTD. 


X-RAY DIVISION 


SHAFTESBURY AVENUE + LONDON - WC2 
(PXMO0§2) 





ADVANGED « 


technique and design 


Over the last forty years HANGER has been 
marching in the forefront of development in arti- 
ficial legs, and has been responsible for most of the 
outstanding advances in design which have taken 
place during that period. The wealth of experience 
which has been gained in fitting over 100,000 limb- 
less is incorporated in every HANGER leg and 
ensures that the limbless person is being supplied 
with the finest prosthesis which modern science 
can make available. It is an undisputed fact that 
more HANGER legs are prescribed than those of 
any other maker, sure proof of the pre-eminence of 
the HANGER limb in the field of prosthetics. 


HANGER 


SERVICE TO THE LIMBLESS 





J. E. HANGER & CO. LTD 
ROEHAMPTON . LONDON, S.W.15 




















HANGER Hip lock for artificial limbs for 
amputation of the leg at the hip operated by the 
finger-tip. This gives a positive automatic lock 
action when the patient is standing, but may be 
released when a sitting position is required by an 
easy pressure of the button through the clothing. 
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AN IDEAL PRESENT 


One bottle each— 


1947 Chateau Langoa Barton. . 16/6 


1952 Vouvray .. .. 14/- 
1949 Pommard. . : .. 13/6 
1949 Chateauneuf-du-Pape .. 11/6 
1952 Pouilly-Fuissé .. U/- 
1949 Liebfraumilch . 16/6 

83/- 


CASH PRICE £4 CARRIAGE PAID 


ARTHUR H. GODFREE & CO. LTD. 


(FOUNDED 1814) 


Il, ARUNDEL STREET, W.C.2 





Please write for a copy of our Christmas list 
















bold? Wishing you a 
a 4 Happy Christmas... 





...and a hundred 


PLAYEeR’s N°3 


The Quality Cigarette 


ALSO AVAILABLE IN CHRISTMAS CARTONS OF 50 
(3P 123) 


36 





For the jaded 
appetite... 






so light... 

so tempting ...so 
much food value 
in so little bulk 








— — ee eee eee eee eee eee ae ee ee oe 
THIS IS THE ANALYSIS 
Carbohydrates, 
Starch 57°4%, 
Saccharides 58% 
= 63°2% 
Fat . 20°5% 
Protein 91% 
Bete |e 23% 
Fibre TRA Gee Ses ae een 16% 
Moisture . 3°3% 


King George VI. 
M° Vitie & Price Ltd. 


Calorific Value per 100 grms.: 470 


If you would like us to send you a sample packet of 
MACVITA, free of charge, please send us your 
name and address. (Block letters please.) 


MCVITIE & PRICE LTD - EDINBURGH - LONDON - MANCHESTER 
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New conditions 
and terms of service 


Regular and Short Service Commissions 


New and improved conditions of service in the R.A.M.C, 
are now offered to doctors. These include :— 


%* permanent commissions direct from civil life. 


* after one year’s satisfactory service, grant of £1,500 (taxable) to 
officers appointed to a regular commission after Ist October, 1953. 


* antedates (which count towards pay and promotion) of up to 
7 years for civilian experience, and credit for former commissioned 
service other than as a doctor. 


* 3 year short service commissions for those faving liability for 
National Service. 


* increases in pay for captains and above. 
* increased rates of specialist pay. 


* excellent facilities for specialisation. 


For full details, application should be made to the War Office 
(AMD1A), Room 130, Lansdowne House, Berkeley Square, London, 
W.1. (Telephone : GROsvenor 8040 Ext. 548.) 
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JENNER INSTITUTE shcerinated VACCINE LYMPH 


PREPARED IN ACCORDANCE WITH THE THERAPEUTIC SUBSTANCES REGULATIONS (BRITISH PRODUCT) 


Telephone: SINGLE VACCINATION TUBES - - «  12/« dozen. Postage extra : Telegrams: 
Barrersea 1347 LARGE TUBES (EXPORT only) sufficient for 5 vaccinations, 20/- dozen ¥ Spevaceey. B geet me pa 


JENNER INSTITUTE FOR CALF LYMPH LTD., 73, Battersea Church Road, S.W.11 


eT OL LL 
THE WORLD’S GREATEST BOOKSHOP 


* FOR BOOKS* 


Famed Centre for Medical Books 


AU new Books available on day of publicati 
and rare Books on every subject. Stock of over three million 
volumes. P 

















For 
GROUP PENSION SCHEMES 


ona 


WITH 
PROFITS 


basis 





dh a 





Depts. for Music. Stationery, Records, Handicraft Tools 
and Materials, Magazine Subscriptions, Lending Library. 
119-125 CHARING CROSS ROAD LONDON WC2 
Gerrard 5660 (16 lines) %e Open 9-6 ‘inc. Sats.) 
Nearest Station: Tottenham Court Road 


= nl {{{HNNUNUULVHQNUUULNQUOOOOOAULQUOOULUUNNOOOUULUVANNOUUUAYSOOUUUUQONUOULLUYONNOULLULOOOULULLONOUUUULASOOOUULAOSOUULAUAN TS 


consult the HEIGHAM HALL, NORWICH 
SCOTTISH WIDOWS? || ciicsnens earred’oue Accommodation for Alcoholics and Addice 


available. Special Geriatric Unit now open. Fees from 6 gns. per week 


upwards according to requirements, 

FUND Apply to Dr. J. A. SMALL Telephone : Norwich 20080 

cilia CHISWICK HOUSE 

9 St. Andrew Square PINNER, MIDDLESEX 
Edinburgh, 2 Telephone: PINNER 234 
London Offices A Private Home for the Treatment and Care of Mental and 
28 Cornhill, E.C.3 Nervous Ilinesses in both Sexes. 

17 Waterloo Place, S.W.1 A modern house, 12 miles from Marble Arch, in attractive 





secluded grounds. Patients treated under Certificate, Tem- 
porary or Voluntary status. Modern forms of treatment, 
including psychotherapy, narco-analysis, modified insulin. 
occupational therapy, E.C.T., etc. 


DOUGLAS MACAULAY, M.D., D.¥.M. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 

















A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach ; 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physiciaons—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 








PrEesIpDENtT: THE Ricut Hon. Tat EARL OF DERBY, M.C. 
MepicaL SUPERINTENDENT: W. V. WADSWORTH, B.Sc., M.B., M.R.C.P., D.P.M. 








This Hospital receives all types of patients who are suffering from psychological and senile illnesses. It has recently been 
extensively re-decorated and central heating has been installed throughout, making it one of the most luxuriously appointed hos itals 
in the country. Private rooms, with special nurses, can be provided. All patients receive very careful and thorough clinical and 
pathological investigations ; the most modern psychiatric treatment is available, including deep insulin therapy. Psychotherapeutic 
treatment is employed in suitable cases. . 

Occupational therapy is a special feature of the Hospital and there are excellent facilities for indoor and outdoor recreation— 
tennis, cricket, croquet, badminton, billiards, cinema, television, ete. Geriatric units for mild cases of senility are provided where 
patients can pursue as norma! a life as possible. 

The Hospital is situated in three hundred acres of pleasant Cheshire parkland and yet is only nine miles from Manchester. 
Glan-y-Don is the Hospital’s convalescent home, overlooking the sea at Colwyn Bay. It is extremely comfortable and well appointed 
and has its own farm and market garden. 


For terms and further particulars, apply to the Medical Superintendent. Telephone: GATLEY 2231. 
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ST. ANDREW’S HOSPITAL senrat bisoroers 
NORTHAMPTON 


PRESIDENT: THE EARL SPENCER 
MepicaL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


(This Registered Tlospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 
This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, ine luding 
fae and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
There is an Operating Theatre, a Dental Surgery, an X-ray loom, an Ultraviolet Apparatus. and a Department for 
Dasthorasy and High-frequency treatment. It also contains --  peacmmage for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicate 
MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 











At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
court’, croquet grounds, golf courses, and boas greens. Ladies and gentlemen have their own gardens, and facilities are 
provi ed for handicrafts, such as carpentry, etc 

For terms and further particulars apply “to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 





THE MEDICAL PROTECTION SOCIETY umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full Particulars from the Secretary (Dr. Alistair French) Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 











Vacancies 
ACADEMIC AND EDUCATIONAL = Page { Cheltenham “ee & Eye. Sr. H.0. .. 481] East Cumberland H.M.C. Sr. H.0... 48 
SECTION 41] Edgware Gen. Jr. H .. 48] Wolverhampton Group. H.O. ot * 3G 
ADMINISTRATIVE ase. Royal East Sussex. Sr. - GERIATRICS 
cast Anglian R.H.B. Asst. Sr. 5 -_ Hackney, E.9. Jr. £.0. ee 
ee st ee ce tN Hempste ad. West Herts. |, | Birmingham RH. BS HM.O.s |. 42 
ANSTHETICS Leeds R.H.B. Sr. Casualty Offic er _. 43] Leeds R.H.B. H.O. +» 49 
Connaught, E.17. Sr. H.¢€ 44} Lianelly. Sr. H.O. .. 501) INFECTIOUS DISEASES 
London, 5. A & Nok. ‘Bast Me t. Luton & Dunstable. Sr. H. oO. 50 | Southampton Chest. Sr. H.O. oa 68 
R.H.B. Reg. .. 45 | Maidstone. West Kent Gen. Sr. H. 0. 51] Welsh R.H.B. Reg. 54 
tad —e N W. 3. antes 45 amemoonee R.H.B. Sr. (¢ Cay ‘“ Windygates, Fife. Cameron I.D. H.O. 54 
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Academic and Educational 





EXAMINING gr IN ENGLAND 
by the 

ROYAL COLLEGE OF PHYSICIANS OF LONDON 
and the 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 


Notice is hereby given that the following Examinations will 
commence on the dates stated below :— 
DIPLOMA IN INDUSTRIAL HEALTH 
12th January 
DIPLOMA IN OPHTHALMOLOGY 
2nd February 
DIPLOMA IN PHYSICAL MEDICINE 
10th February 
DIPLOMA IN TROPICAL MEDICINE AND HYGIENE 
16th February 
DIPLOMA IN MEDICAL RADIO-DIAGNOSIS 
Part I.—17th February 
Applications and fees for either or both Parts of an Examina- 
tion must reach the Secretary, Examination Hall, Queen-square, 
London, W.C.1, at least 21 days before Part I of the Examination 
begins. FRANCIS M. STENT, Secretary. 
EDINBURGH POST-GRADUATE BOARD FOR 
; MEDICINE 








GENERAL SUR. URY 

A 3 months course of post-graduate surgery suitable for 
surgeons requiring a refresher course in the current outlook on 
general surgery or for graduates preparing to specialise in 
surgery, starts on 21ST MARCH and 26TH SEPTEMBER, 1955. 
The programme has been reorganised so as to provide codérdi- 
nated clinical and systematic instruction in general surgery wards 
and specialised surgical units in Edinburgh. Fee £31 10s. 

MEDICAL SCIENCES 

A 3 months course in applied anatomy, physiology, pathology, 
bacteriology and biochemistry will begin on 27TH JUNE, 1955. 
This course is suitable for post-graduates wishing to take the 
Primary Fellowship Examination, as a final preparation in 
these subjects. Considerable basic knowledge is highly desirable 
prior to taking this course. Fee £31 10s. 

2 courses in the Basie Sciences (anatomy, physiology, path- 
ology, including bacteriology) will be conducted by the Fellows 
of the Royal ¢‘ollege of Surgeons and others, under the egis 
of the Edinburgh Post-Graduate Board for Medicine. These 
courses, comprising lectures and demonstrations, will begin on 
14TH FEBRUARY and 24TH OCTOBER, 1955, and continue for 10 
weeks. Fee £26 5s 

INTERNAL MEDICINE 

Courses lasting 12 weeks, suitable for graduates wishing a 
refresher course, or to specialise in medicine, begin on 28TH 
MARCH and 26TH SEPTEMBER, 1955. These courses consist of 
320 hours instruction, comprising lectures, clinica! demonstrations 
and ward visits. Fee £31 10s. 

'. Additional instruction in clinical pediatrics is arranged in 
conjunction with the course in medicine for which there is a 
small fee ; the numbers are limited. 

Applications for enrolment should be addressed to the Director 
of Post-Graduate Studies, Surgeons’ Hall, Edinburgh, 8, supply- 
ing particulars of qualifications and post- -graduate experienc e. 
THE INSTITUTE OF LARYNGOLOGY AND OTOLOGY 

(UNIVERSITY OF LONDON) 
330/332, Gray’s Inn-road, London, W.C.1 


COMPLETE CLINICAL COURSE (whole-time) especially suitable 
for D.L.O. Part II students ; 3rpD JANUARY-—10TH JUNE, 1955. 
Fee £31 10s. 

INTENSIVE CLINICAL COURSE (whole-time) 318T JANUARY- 
26TH FEBRUARY, 1955. This course covers the whole field of the 
specialty and is intended to form a theoretical basis in prepara- 
tion for practical clinical training. Fee £12 12s. 

BASIC SCTENCES CLASS (whole-time) for Part I D.L.O. stuéents, 
with tacilities for dissection ; 21ST FEBRUARY-—27TH MAY, 1955. 
Fee £21 

WEEK-END COURSE IN AURAL SURGERY for senior students and 
practising members of the specialty ; 2IsT, 22ND, and 23RD 
JANUARY, 1955. Fee £5 5s. 

ADVANCED REVISION COURSE for Final F.R.C.S. students ; 
7TH FEBRUARY—23RD APRIL, 1955. Arranged as part-time course 
(mostly evenings) to meet circumstances of students holding 
appointments. Fee £21. 

Detailed syllabus obtainable from the Dean. 


st BSARTHOLOMEW'S HOSPITAL, “London, E.C.1 





RESEARCH FELLOWSHIPS IN RADIATION BIOLOGY AND 
BIOCHEMISTRY 

A comprehensive programme of fundamental research on the 
action of radiations on living cells is being undertaken with the 
aid of the recently installed 15 million volt linear accelerator at 
St. Bartholomew’s Hospital Medical College, and applications 
are invited for 2 Senior Research Fellowships. 

The salaries will be in the range of £1200-£1600 p.a., the 
initial salary depending on qualifications and experience. The 
appointments, which are non-pensionable, will be for 1 year in 
the first instance. Candidates should have had good research 
experience in pathology or cytology for 1 of the Fellowships and 
in Biochemistry for the other ; experience in radiation biology is 
desirable in both cases. These posts might interest Senior 
Research workers who can obtain secondment or leave of 
absence for 1 or 2 years and who would welcome this oppor- 
tunity of carrying out basic research with a new technique. 
The successful candidates will take up their duties as soon as 
possible. 

Applications, containing full details and also the names of 3 
referees, should be sent to C, C. Carus-WILS0N, Esq., Clerk to 
the Governors, within 21 days of the appearance of this 
advertisement. 





BRITISH POSTGRADUATE MEDICAL FEDERATION 
AND EMPIRE RHEUMATISM COUNCIL 


DEMONSTRATIONS for Consultants On MODERN ASPECTS OF 
RHEUMATIC DISEASE will be held at The Arthur Stanley Institute, 
Middlesex Hospital, and The Postgraduate Medical School, 
London, 24TH-26TH MARCH, 1955. 

The programme will include lectures, demonstrations and 
discussions on modern methods of investigation and treatment. 

The course will be limited to 40 persons. No fees. Closing date 
for application Ist February, 1955. 

_ Application for places and detailed programme from the 
General Secretary, Empire me Council, Tavistock 
House (N), Tavistock-square, W.( 


SOUTH aide COUNCIL FOR SCIENTIFIC AND 
INDUSTRIAL RESEAR CH 


BURSARY FOR RESEARCH INTO © SA USES OF ANESTHETIC DEATHS 

Applications are invited from medically qualified persons for a 
bursary of £1200 to undertake full-time research into the causes 
of anesthetic deaths. Transport and subsistence will be pro- 
vided when necessary. Bursary is initially for 1 year, but may 
be renewed for a further 2 years. The bursar will work mainly 
in Pretoria and Johannesburg. Experience in anesthetics and/or 
pathology will be a recommendation. 

Applications, giving full infermation, including publications 
or previous research work, to reach Secretary/Treasurer, 
C.S.1.R., P.O. Box 395, Pretoria, by 15th January, 1955. 
-8.S.A. 

SURGERY, 10th January, 14th 

MEDICINE, PATHOLOGY, 17th 


L.M 

FINAL EXAMINATION : 
February, 14th March, 1955. 
January, 21st February, 21st March, 1955. Mrpwirery, 18th 
January, 22nd February, 22nd March, 1955, MASTERY OF MID- 
WIFERY, May and November. DIPLOMA IN INDUSTRIAL HEALTH, 
July and December. 

For regulations apply PAR. Apothecaries’ Hall, Black 
Friars-lane, London, E. 
QUY’S HOSPITAL MEOITAL SCHOOL. Anpiications 
are invited for a post of RESEARCH FELLOW in the E.N.T. 
Department. The candidate will be required to conduct clinical 
research into problems ccnnected with hearing, under the 
direction of the Surgeons of the department. A higher qualifica- 
tion is desirable but not essential. Salary £850 p.a. 

Applications, with the names of 3 referees, should be sent to 
the Dean, Guy’s Hospital Medical School, London Bridge, 8.E.1, 
not later than 31st, December. 1954. 


OXFORD UNIVERSITY. Applications are invited for the 
post of Full-time CLINICAL TUTOR IN OPHTHALMOLOGY. 
The appointment is for 2 vears in the first instance and is renew- 
able ; the salary will be £1400 p.a., plus F.S.8.U. and children’s 
allowances. The salary will be increased in any general revision 
of university salaries. The successful candidate will be responsible 
for teaching ophthalmology in the University Medical School 
and a considerable part of his time will be free for research. 
The candidate may hold the honorary post of First Assistant 
in the Oxford Eye Hospital. He will be required to take up 
office on Ist March, 1955, or as soon as possible thereafter. 
Applications, together with the names of 2 referees, should 
be sent by 31st December, 1954, to the Secretary, Nuffield 
Laboratory of Ophthalmology, Walton-street, Oxford. 


THE UNIVERSITY OF LEEDS. Department of Obstetrics 
AND GYNAZCOLOGY. Applications are invited for appointment as 
Temporary LECLURER in the Department of Obstetrics and 
Gynecology for a period of 2 months from a date in the first 
half of January, at a salary at the rate of £1000-£1500 a year, 
according to qualifications and experience. The appointment 
offers ample clinical as well as teaching experience. 

Applications (3 copies), stating date of birth, qualifications, 
and exnerience, together with the names of 3 referees, should 
reach the Registrar, The University, Leeds, 2, not later than 
29th December, 1954. 

UNIVERSITY OF GLASGOW, Applications are invited 
for a LECTURESHIP IN MIDWIFERY with clinical attach- 
ments at the Glasgow Royal Maternity and Women’s Hospitals 
and the Western Infirmary. Salary according to placement on 
University scale for Clinical Teachers. The final maximum on 
this scale is #1500 p.a. F.S.S.U. and family allowance benefits. 

Applications (12 copies) should be lodged, not later than 
31st December, 1954, with the undersigned, from whom further 
particulars may be obtained. 

Rost. T, HUTCHESON, Secretary of University Court. 


UNIVERSITY OF OTAGO, Dunedin. OTAGO HOS- 
PITAL BOARD, DUNEDIN. Full-time ASSISTANT AND LEC- 
TURER (Junior oe grade), Department of Obstetrics 
and Gynecology. yon are invited for the above position 
from those who te a degree in medicine of an approved 
University, and who hold in addition the M.R.C.O. The 
—- is designated as that of a Junior Specialist under the 
ospital Employment (Medical Officers) Regulations 1952, 
Amendment No. 1 : Salary scale £1290-£1590 p.a. (plus cost-of- 
living bonus of £62 12s. p.a.) by annual increments of 850. 
Commencing rate of salary within the scale according to qualifi- 
cations and experience, as determined by the Medical Officers 
Salaries Grading Committee of the Department of Health. 
Duties will include teaching of obstetrics and gynecology to 
medical undergraduates, research, and clinical work in the 
Dunedin Hospital. The position is a non-resident one. 
Applications for this position, made on the prescribed form, 
stating age, qualifications and experience, together with testi- 
monials, references, health and radiological certificates, will be 
received by the undersigned up to 10 A.M. on Thursday, 20th 
January, 1955. Forms of application and conditions of appoint- 
ment may be obtained from the undersigned, or from the Office 
of the High Commissioner for 7" Zealand, 415, Strand, London. 
A. WILLIAMSON, Secretary. 
Otago Hospital Board, P.O. Box 946, Dunedin, N.Z. 
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UNIVERSITY OF ADELAIDE. Faculty of Medicine. 
Applications are invited for appointment as ASSISTANT to the 
Director of Obstetrics. 

Terms: The appointment, which will become effective on 
Ist January, 1955, or as soon after that date as possible, carries 
with it the status and salary of a Senior Lecturer in the 
University. 

Salary : £A1360-£A60-£A1600. See also general conditions 
of appointment of Senior Lecturers in the University, which 
may be obtained from the undersigned or from the Secretary, 
Association of Universities of the British Commonwealth, 
5, Gordon-square, London, W.C.1. 

Qualifications : A candidate must be a member of the Royal 
College of Obstetricians and Gynecologists. 

Duties : The Assistant will be required to take part in the 
teaching of obstetrics to medical students—mainly clinical 
teaching, but with some participation in systematic lectures— 
and to deputise for the Director of Obstetrics in his absence. 
There will be some opportunity for postgraduate teaching ; 
and the Assistant will be expected to engage in research. 

General: In 1955 there will be 2 teaching hospitals under- 
taking residential training in obstetrics. It is expected that the 
Assistant will be given an honorary appointment in obstetrics 
at 1 or both of the hospitals. It is hoped that gynecological 
facilities will become available in the future development of the 
department. 

Applications in duplicate, giving particulars of age, nationality, 
academic record, teaching qualifications, war service (if any), 
and present and past appointments, and accompanied by a list 
of publications (if any), copies of testimonials, the names and 
addresses of 2 referees of whom confidential inquiries may be 
made, a recent photograph, and a certificate of health, should 
reach the undersigned not later than 3lst December, 1954. 

A. BAMPTON, Registrar. 
University of Adelaide, Adelaide, South Australia. 


Hospital Services : Senior Appointments 


HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL OF LONDON, Ducane-road, London, W.12. 
Applications invited from candidates, who are expected to 
possess the appropriate higher qualification. for the whole- 
time post of SENIOR HOSPITAL MEDICAL OFFICER 
(radiotherapy). The successful candidate will be seconded for 
half-time duty with the Medical Research Council’s Radio- 
therapeutic Unit at Hammersmith Hospital to assist with the 
research programme. Candidates may visit the Department by 
arrangement with the Director. 

Applications, stating age, qualifications, experience, names of 
3 referees, to Secretary, Board of Governors, by 31st December, 


LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of CONSULTANT to the Department of 
Physical Medicine. Candidates must be Fellows or Members of 
1 of the Royal Colleges of Physicians. The successful candidate 
would be required to attend on 4 half-days weekly. 

Applications (12 copies), giving full particulars, together with 
the names and addresses of 3 referees, should be addressed to 
the House Governor (from whom further particulars may be 
obtained) by 3lst December, 1954. 

H. BRIERLEY, House Governor. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) Part-time CONSULTANT PSYCHIATRIST, Edmonton 
Child Guidance Clinic, N.18 (4 sessions a week). 

(2) Full-time CONSULTANT CHEST PHYSICIAN as 
Assistant to Chest Physician in charge of Tottenham Chest 
Clinic and 140 tuberculosis beds at St. Ann’s General Hospital, 

v.15. Further particulars on application from Secretary, 
Re gional Hospital Board. 

(3) Full-time ASSISTANT CHEST PHYSICIAN (Senior 
Hospital Medical Officer grade), Dagenham Hospital, Essex. 
Resident post. House available. 

(4) Part-time ASSISTANT OPHTHALMOLOGIST (Senior 
Hospital Medical Officer grade) at County Health Services 
Clinics (mainly school-children) in the Romford and Brentwood 
areas of Essex. The appointment involves attendance at some 
26 sessions a month, of which 5 only are held in the afternoons 
and none on Saturday mornings. 

(5) Maximum Part-time ASSISTANT OPHTHALMOLOGIST 
(Senior Hospital Medical Officer grade) at Essex County Hos- 
pital, Colchester and County Health Services Clinics (mainly 
school-children ) in the Colchester and Chelmsford areas of 

uUssex, 

(6) Part-time ASSISTANT OPHTHALMOLOGIST (Senior 
Hospital Medical Officer grade) (3 sessions a week) Glasson 
House County Health Services Clinic, Grays, Essex. 

Separate applications (6 copies), stating post concerned, and 
names of 3 referees, should reach the Secretary, 114, Portland- 

place, London, W.1, by Tuesday, 28th December, 1954. 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD, 

(1) CONSULTANT ANAESTHETIST (part-time) 1 half-day 
a week (Friday afternoon), at Hounslow Hospital (81 Beds). 

Applications by 12th January, 1955 

(2) ASSISTANT ORTHOPASDIC SURGEON (whole-time), 
Whittington Hospital (1314 Beds). This is a busy Hospital 
with a large volume of orthopeedic and traumatic surgery for 
which 60 beds are reserved. Salary scale £1500 (unless below 
age 32)—£1950. 

Applications by 18th January, 1955. 

(3) CONSULTANT E.N.T. SURGEON (part-time, 2 or 3 
sessions a week) St. Charles’ Hospital, W.9 (593 Beds). 

Applicetions by 20th January. 1955. 

pf oes may be visited by direct appointment. 

Application forms obtainable from, and returnable to, 

Secretary, North West Metropolitan Regional Hospital Board, 
114, Portland-place, W.1. 
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ROYAL NATIONAL ORTHOPADIC HOSPITAL, 234, 
Great Portland-street, London, W.1. Applications are invited 
for the part-time appointment of CONSULTANT ORTHO- 
PAZDIC SURGEON. This will be for a minimum of 5 sessions, 
a maximum of 9. Further details concerning the appointment 
may be obtained from the House Governor. 1 of the duties 
of the successful applicant will be to organise and direct the 
new Accident Service at the Country Hospital, Stanmore ; he 
will be required to live within a radius of 5 miles. 

Applications, stating nationality, date of birth, qualifications 
with dates and details of present and previous appointments, 
together with names of 3 referees, to be sent to the House 
Governor not later than Ist January, 1955. 
ST. JAMES’ HOSPITAL, Balham, S.W.12. Locum Whole- 
time ASSISTANT PATHOLOGIST (Senior Hospital Medical 
Officer grade ) required for Group Laboratory. Candidates should 
have had wide general experience. 

Applications, giving date of birth, qualifications, experience 
and names of 3 referees, to Group Secretary, Wandsworth 
Hospital Group, at above address by 21st December. 





UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of CONSULT ANT 
THORACIC hae sig to attend 4 half-days a week from 
Ist March, 195: The successful candidates will be required 
to take a share — the general surgery of the Hospital and to 

reside within 10 miles or half-an-hour’s journey of University 
College Hospital. 

Applications (12 copies), with the names of 3 referees, to the 
Administrator and Secretary by 30th December, 1954. 
BATH CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD. Applications are invited from registered 
medical practitioners for the appointment of ASSISTANT 
PSYCHIATRIST at Mendip Hospital, Wells, which contains 
approximately 970 Beds. The appointment will be on a whole- 
time basis in the Senior Hospital Medical Officer grade. Appli- 
cants should possess the Diploma in Psychological Medicine, 
and previous experience of the diagnosis and treatment of 
mental diseases is essential. The successful candidate will work 
under the general direction of the Physician-Superintendent of 
Mendip Hospital. An unfurnished house is available. 

Applications (12 copies) stating date of birth, qualifications 
and experience together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be sent to the 
Secretary of the Regional Hospital Board, 27, Tyndalls Park- 
road, Bristol, 8, not later than 31st December, 1954. 





BIRMINGHAM REGIONAL HOSPITAL BOARD. | 
Birmingham (Selly Oak) Group of hospitals 

Whole-time SENIOR CONSULTANT ANACSTHETIST in 
charge of Anmsthetic Services—Little Bromwich Hospital (158 
general beds increasing to 476 ; 214 Beds for infectious diseases ), 
which is Centre for treatment of PERRY See cases. Experience 
respiratory problems an advantag 

Whole-time CONSULTANT AN. ESTHETIST. Duties mainly 
at Selly Oak Hospital. Experience specialty or D.A. required. 

Dudley and Stourbridge Group of hospitals 

Part-time CONSULTANT ANAESTHETIST (9 notional 
half-days weekly). Duties mainly at Guest Hospital, Dudley 
(154 Beds), Wordsley Hospital (372 Beds), and Corbett Hospital, 
Stourbridge (106 Beds). Experience specialty essential. 

Birmingham (Dudley Road) Group of hospitals 

2 Whole-time ASSISTANT GERIATRICIANS  (£1500- 
£1950 p.a.). Duties at Summerfield Hospital (1072 Beds). 
Experience specialty essential. 

Applications (15 copies), stating name, age, nationality, 

qualifications, present and previous appointments, and details 
of 3 referees, to Secretary, 10, Augustus-road, Birmingham, 15, 
before 27th December, 1954. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
CONSULTANT PSYCHIATRIST/MEDICAL SUPERINTEN- 
DENT for Mental Deficiency Service in Western half of the 
Region. Whole-time appointment. In addition to duties as 
Medical Superintendent at Risbridge Hespital, Kedington (285 
Beds) and Riversfield Home, St. Neots (25 Beds), there will be 
consultative work at child psychiatric clinics. House available 
at Risbridge Hospital. 

Applications (8 copies), stating age, experience and names of 
3 referees, to Secretary of Board, 117, Chesterton-road, Cam- 
bridge, by 27th December, 1954. Candidates invited to visit 
Hospital by direct arrangement with Medical Superintendent, 
Risbridge Hospital. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

(1) ASSISTANT ANAESTHETIST (whole-time), Norfolk 
and Norwich Hospital Group. Higher qualification and wide 
experience necessary. Salary scale £1500-£1950. Candidates 
invited to visit hospitals concerned by direct arrangement 
with Hospital Management Committee Secretary, Norfolk and 
Norwich Hospital, Norwich. 

(2) ASSISTANT PSYCHIATRIST, Little Plumstead (near 
Norwich). Mental Deficiency Group of bospitals and Child 
Psychiatry Service. The Group (900 Beds), which is progressive 
and the centre for much outpatient work including child guidance 
clinics, is recognised as a training centre for the D.P.M. by 
the Conjoint Board and the R.M.P.A. The building of a number 
of new villas is well advanced. House available. Salary scale 
£1500-—£1950. Candidates invited to visit Hospital by direct 
arrangement with Medical Superintendent. 

(3) ASSISTANT RADIOLOGIST (whole-time) at hospitals 
in the Peterborough and Stamford Area. Duties mainly at 
Peterborough Memorial Hospital, where there is a new and 
fully equipped X-ray Department. Wide experience and higher 
qualification necessary. Salary scale £1500-£1950. Candidates 
invited to visit hospitals concerned by direct arrangement with 
Hospital Management Committee Secretary, Memorial Hospital, 
Peterborough. 

Applications (8 copies), stating age, experience, and names 
of 3 referees, to Secretary of Board, 117, Chesterton-road, 
Cambridge, by 27th December, 1954. 
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EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ASSISTANT SENIOR MEDICAL OFFICER on the staff of 
the Senior Administrative Medical Officer at Board’s head- 
quarters. Duties in connection with organisation and planning 
of Hospital and Specialist Services in the Region. Previous 
experience of medical administration in the hospital and/or 
He valth Service an advantage. Salary £1500—-£1900. The appoint- 
ment is subject to the provisions of the National Health Service 
superannuation regulations, and to the conditions of service 
approved by the Minister of Health. 

Applications, stating age, experience and names of 3 referees, 

to Secretary of Board, 117, Chesterton-road, Cambridge, by 
27th December, 1954. 
LEEDS REGIONAL HOSPITAL BOARD. Whole-time 
appointment of SENIOR CASUALTY OFFICER for duties at 
the Batley and Dewsbury General Hospitals. The person 
appointed to undertake duties in the Casualty Departments 
under the general supervision of the Consultant Orthopeedic 
Surgeon-in-charge, together with duties in the Orthopeedic 
Department at the Batley General Hospital, and be resident in 
or near Batley. The salary will be within the range of £1500- 
£1950 p.a., and the tenure of the appointment will be for a 
period not exceeding 4 years. The appointment will be super- 
annuable and subject to terms and conditions of service as laid 
down by the Board which will be similar but not necessarily 
identical to the terms and conditions of service of hospital 
medical and dental staffs. 

Applications (12 copies), stating age, qualifications, and details 

of appointments held showing dates, with names and addresses 
of 3 referees, to the Secretary, Park-parade, Harrogate, not later 
than 18th December, 1954. 
LEEDS. THE UNITED LEEDS HOSPITALS AND THE 
LEEDS REGIONAL HOSPITAL BOARD. a appointment of 
CONSULTANT THORACIC SURGEON. A Thoracic Surgeon 
of Consultant status is required for duties in hospitals under the 
control of the Leeds Regional Hospital Board, and as Assistant 
Surgeon in the Department of Thoracic Surgery at the United 
Leeds Hospitals. Jointly the appointment will be part-time 
(with maximum sessions). 

Applications, stating age, nationality, qualifications, full 
details of experience (with all relevant dates), and the names 
of 3 referees, should be sent to the undersigned by 17th December, 
1954. J. ARNOLD TUNSTALL, 

Secretary to the Board of Governors, United Leeds Hospitals, 

and Secretary to the Advisory Appointments Committees 

The General Infirmary at Leeds, Leeds, 1 
LIVERPOOL REGIONAL HOSPITAL BOARD. Birken- 
HEAD AND NORTH WIRRAL ABEAS. Applications are invited 
for the post of CONSULTANT PATHOLOGIST whole-time 
or on maximum part-time sessions. The successful candidate 
will be based initially at St. Catherine’s Hospital, Birkenhead, 
but will later operate from Victoria Central Hospital, Wallasey. 
Applicants should possess a higher qualification and should 
have had at least 5 years experience in clinical pathology, 
including at least 3 years in hospital pathology. 

Forms of application from, and to be returned to, Dr. T. 
Lloyd Hughes, Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James- eeert. Liverpocl, 2. to be 
received not later than Ist January, 1 

VINCENT COLLINGE, Secre tary to the Board. 
MANCHESTER REGIONAL HOSPITAL BOARD. 





(a) Whole-time NON-RESIDENT ASSISTANT AN4A®S- 
THETIST (Senior Hospital Medical Officer) to the Ashton, 
Hyde and Glossop Hospitals, near Manchester. Appointee 


will work under general guidance of Consultant and must live 
in or near Ashton. Higher qualification in anesthetics desirable. 
30th December, 1954. 

(b) Whole-time NON-RESIDENT ASSISTANT RADIO- 
LOGIST (Senior Hospital Medical Officer) to the Bolton and 
District Hospitals (Bolton Royal Infirmary, Bolton District 
General Roepe &c.). Wide experience of diagnostic radiology 
and D.M.1 essential. 29th December, 1954 

(c) 2 Whole -time NON-RESIDENT SENIOR CASUALTY 
OFFICERS. 

(i) Burnley and District Hospitals, 

Hospital, Burnley. 
(ii) Stockport and Buxton 
Infirmary. 

Special experience required in the treatment of orthopedic 
cases, fractures and trauma. Appointees will assist the Con- 
sultant Orthopedic Surgeons and also have specia) responsi- 
bilities in the casualty and traumatic (including fracture) 
clinics, subject to general supervision of Consultants. Salary 
within range of £1500—-£50-£1950 (according to experience, &c.). 
A higher qualification desirable. Tenure of posts limited to 
4 years. 27th December, 1954. 

Application forms from the Senior Administrative Medical 
Officer to the Board at Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 

RETFORD, NOTTINGHAMSHIRE. RAMPTON (STATE) 


main duties at Victoria 


Hospitals, mainly at Stockport 


HOSPITAL. LOCUM TENENS (Senior Hospital Medical Officer 
grade) required. Must have had psychiatric experience. 
Applications, with full particulars and references, to Medical 


Superintendent. 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited to fill a vacancy for 4 
Whole-time ASSISTANT PSYCHIATRIST at Oakwood Hos- 
pital, Maidstone, Kent. Candidates must have had wide experi- 
ence in psychiatry ; experience in modern methods of treatment 
is essential and possession of a higher qualification is desirable. 
Salary within the scale £1500-£50-£1950. Applicants may visit 
the Hospital. 

Apply, stating nationality, age, sex, qualifications and experi- 
ence, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, to 
the Secretary, Advisory Appointments Committee, South East 
Metropolitan Regional Hospital Board, 11, Portland-place, W.1, 
not later than 28th December, 1954. 


NORTH GLOUCESTERSHIRE CLINICAL AREA. South- 


WESTERN REGIONAL HOSPITAL BOARD. 
MEDICAL SUPERINTENDENT to Horton Road and Coney 
Hill Hospitals, Gloucester. Applications are invited from 
registered medical practitioners for the whole-time appoint- 
ment of Consultant Psychiatrist to the North Gloucestershire 
Clinical Area which comprises Gloucester, Cheltenham, Stroud, 
Forest of Dean and adjoining districts. Applicants should have 
had wide experience in psychiatry, and must possess the Diploma 
in Psychological Medicine. The successful candidate will have 
charge of beds at Horton Road and Coney Hill Hospitals, 
Gloucester, and will act as Medical Superintendent of these 
hospitals ; in addition, he will be required to visit other hospitals 
in the Clinical Area as may be determined by the Regional 
Board from time to time. A house will be available. 

Applications (12 copies), stating date of birth, qualifications 
and experience together with 12 copies of 2 testimonials, and the 
names and addresses of 2 referees, should be sent to the Secretary 
of the Regional Hospital Board, 27, Tyndalls Park-road, Bristol, 
8, not later than 3lst December. 1954. 


SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Anesthetics. PERTH AREA. Applications are invited 
for the post of ANAESTHETIST (Consultant) in the establish- 
ment for Perth Royal Infirmary (272 Beds), Bridge of Earn 
Hospital (806 Beds) and Cottage Hospitals in the Perth and 
Perthshire area. The post will be on either a whole-time or 
maximum part-time basis at the option of the successful can- 
didate. 

Further particulars and forms of application from the Secre- 
tary to the Board, ‘* Braeknowe,”’ 430, Blackness-road, Dundee, 
with whom ar must be lodged not later than 45th 
January, 195 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Obstetrics and Gynecology. DUNDEE AREA. Applications 
are invited for a part-time appointment as an ASSISTANT 
OBSTETRICIAN AND GYNA*COLOGIST (Consultant) in the 
establishment for Dundee Royal Infirmary (510 Beds) and 
ese de field Hospital, Dundee (400 Beds), general teaching hos- 
pitals associated with the University of St. Andrews. The 
appointment will be for work mainly at these 2 hospitals but 
will also include duties at certain outlying hospitals in the 
region, and will be remunerated on the basis of 8 notional 
half-days per week. 

Further particulars and forms of application from the Secre- 
tary to the Board, ‘* Braeknowe,”’ 430, Blackness-road, Dundee, 
with whom applications must be lodged not later than 5th 
January, 1955. 
SCOTLAND. 


Appointment of 


EASTERN REGIONAL HOSPITAL 
BOARD. Peediatrics. DUNDEE ROYAL INFIRMARY AND MARYFIELD 
HOSPITAL. Applications are invited for a post as ASSISTANT 
PADIATRICIAN (Consultant) in the establishment for Dundee 
Royal Infirmary (510 Beds) and Maryfield Hospital, Dundee 
(400 Beds), general teaching hospitals associated with the 
University of St. Andrews. The appointment will be for work 
mainly at these 2 hospitals but may also include duties at 
certain outlying hospitals in the region. The post will be on 
either a whole-time or maximum part-time basis in the option 
of the successful candidate. 

Further particulars and forms 7 application from the Secre- 

tary to the Board, ** Braeknowe,”’ 430, Blackness-road Dundee, 
with whom applications must be lodged not later than Sth 
January, 1955. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications*are invited for the appointment of Whole- 
time CONSULTANT PSYCHIATRIST at the Crichton Royal 
Mental Hospital, Dumfries, A small residence is available. This 
appointment is subject to the National Health Service (Scotland ) 
superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 

xperience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, ‘Glasgow, not later than 30 days after 
the publication of this advertisement. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications, are invited for the appointment of Whole- 
time ASSISTANT PATHOLOGIST based at  Ballochmyle 
Hospital, Mauckline, Ayrshire. Salary (at age 32 and over) 
on the scale £1500—-£50-£1950. This appointment is subject 
to the National Health Service (Scotland) superannuation 
regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Rezional Hospital Board, 
64, West Regent-street, Glasgow, not later than 30 days after 
the publication of this advertisement. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointments of 2 
Whole-time ASSISTANT CARDIOLOGISTS based at the 
Royal Infirmary, Glasgow. Salary (at age 32 and over) on the 
scale £1500-£50-£1950. These appointments are subject to the 
National Health Service (Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, not later than 30 days after 
the publication of this advertisement. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time DEPUTY PHYSICIAN- 
SUPERINTENDENT AND CONSULTANT PSYCHIATRIST 
at Banstead Hospital, Sutton, Surrey. Candidates must have 
wide psychiatric experience and possess D.P.M. and should have 
a higher medical qualification. 

Applications (5 copies), giving date of birth, qualifications, 
experience, and names of 3 referees, to Secretary (8.1), South 
West Metropolitan Regional Hospital Board, 114, Portland-place, 
W.1, by 8th January, 1955. Applicants may visit Hospital by 





local arrangement. 
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SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
Appointment of MEDICAL SUPERINTENDENT to Sandhill 
Park Hospital Group, Bishops Lydeard, near Taunton. Applica- 
tions are invited from registered medical practitioners | for the 
appointment of a whole-time Consultant Psychiatrist at 
Sandhill Park Hospital, Bishops Lydeard. This Hospital with 
its ancillary units contains approximately 797 Beds _ for 
mental defectives. Applicants will be required to undertake 
the duties of Consultant Psychiatrist and the statutory responsi- 
bilities prescribed by the Mental Deficiency Acts and Regulations. 
A modern detached house near the Hospital will be available. 

Applications (12 copies), stating date of birth, qualifications 
and experience together with 12 copies of 2 testimonials, and the 
names and addresses of 2 referees, should be sent to the Secretary 
of the Regional Hospital Board, 27, Tyndalls Park-road, 
Bristol, 8, not later than 31st December, 1954 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time CONSULTANT CHILDREN’S PSYCHIATRIST for the 
Barnsley, Doncaster and Rotherham areas. 

Application forms and further details from Senior Administra- 

tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by 8th 
January, 1955. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST for Rauceby 
Hospita!, Sleaford. A newly built house on the Hospital estate is 
available. Salary scale £1500—€50—-£1950. 

Application forms and further details from Senior Adminis- 

trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fnlwood-road, Sheffield. Forms to be returned by Ist January, 
1955. 
WEST DORSET GROUP OF HOSPITALS. A Locum 
Tenens CONSULTANT, SENIOR HOSPITAL MEDICAL 
OFFICER, or REGISTRAR in Orthopedics will be required 
for 10 days from Friday, 24th December. Remuneration will be 
at the rate laid down in the terms and conditions of service of 
hospital staff. 

Applications to Area Secretary, South West Metropolitan 
Regional Hospital Board, Highcroft, Romsey-road, Winchester. 


Hospital Services : Junior Appointments 


BATTERSEA GENERAL HOSPITAL, Battersea Park, 
S.W.11l. RESIDENT SURGICAL OFFICER (Junior Hospital 
Medical Officer grade), vacant mid-January. 

Apply Hospital Secretary, enclosing copies of 2 recent testi- 

menials, 
Be rrivnar GREEN HOSPITAL, Cambridge Heath-road, 
London. E.2. (General—310 Beds.) Applications are invited 
for the post of SENIOR HOUSE OFFICER (pathology), 
resident or non-resident, for area laboratory at this Hospital. 
The successful candidate will be required when necessary to 
work in other hospitals in the Group under the supervision of 
the Area Pathologist. 

Applications, stating age, nationality, experience, and quali- 
fications, with copies of 3 recent testimonials, to the Hospital 
Secretary, by 21st December, 1954. 
BOLINGBROKE HOSPITAL, 
S.W.11. HOUSE SURGEONS (2), 
and 4th January, 1955. 
pre -registration candidates. 

Apply Hospital Secretary, enclosing copies of 3 recent testi- 
monials, by 16th December, 1954. = 
BOW GROUP HOSPITAL MANAGEMENT COMMIT- 
TEE. HOUSE PHYSICIAN for general medical wards. Post 
vacant ist January, 1955. 

Applications, stating age, qualifications and experience, 

together with the names and addresses of 2 referees, to be sent 
to the Hospital Secretary, St. Clement’s Hospital, 24, Bow-road, 
London, E.3. 
BROMPTON HOSPITAL, 8.W.3. Applications invited 
for post of SENIOR MEDICAL REGISTRAR (whole-time or 
maximum part-time). The appointment is for 1 year com- 
mencing Ist January, 1955, with eligibility for reappointment. 
Candidates must hold the M. R.C.P. Diploma or the M.B. of a 
University. 

Applications, stating age, qualifications with dates, nationality, 
and appointments held, together with copies of testimonials, by 
16th December, to KENNETH A. F. MILES, House Governor. 
CHARING CROSS HOSPITAL, W.C.2. Full-time Ortho- 
PADIC AND FRACTURE REGISTRAR (non-resident). Grade 
according to expe rience. Tenable for 1 year from Ist January, 
1955. F.R.C.S. desirable. 

Applic ation forms, obtainable from the undersigned, should 
be returned by 18th December, 1954. 

FRANK HART, Secretary to the Board. 
COLINDALE HOSPITAL, Colindale-avenue, London, 
N.W.9. SENIOR HOUSE OFFICER, resident when on duty, 
required at the above Hospital to assist in thoracic, orthopedic 
and genito-urinary surgery. Post vacant 24th January, 1955. 

Apply, stating age. qualifications and experience and giving 

the names and addresses of 2 referees, to Group Secretary, 
Hendon Group Hospital Management Committee, Edgware 
General Hospital, by 18th December, 1954. 
CENTRAL MIDDLESEX HOSPITAL. Park Royal, 
N.W.10, and THE MIDDLESEX HospPITaL, W.1. SENIOR REGIS- 
TRAR (whole-time) required in Gastro-Enterological Depart- 
ment. Will include undergraduate teaching and research work. 
Appointment for 1 year renewable annually for further 3 years. 
After 2 years at Central Middlesex Hospital the successful candi- 
date will be transferred to a General Medical Unit at the Middle- 
sex Hospital, W.1. Applicants may visit hospitals by direct 
appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Central Middlesex Group Hospital Management 
Committee, Acton-lane, N.W.10, by 3lst December, 1954. 








Wandsworth Common, 
resident, required from Ist 
Open to registered practitioners and 
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CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT SENIOR HOUSE OFFICER required fcr Casualty 
Department. Successful candidate will work under supervisior 
of Orthopedic and Traumatic Specialist. Preference given to 
applicant who has held resident surgical and medical posts in 
general hospitals. Post vacant 26th January, 1955. Appoint- 
ment for 6 months subject to renewal for further 6 months. 

Applications, with names of 2 referees or a copy each of 2 
testimonials. to Medical Director by 18th December, 1954. 
CONNAUGHT HOSPITAL, Walthamstow, E.17. (118 
Beds.) Applications are invited for the post of RESIDENT 
ANASTHETIST (graded Senior House Officer), vacant 17th 
January, 1955. Salary £745 p.a., less £150 p.a. for board lodging, 
&c. Recognised for D.A. and F.F.A.R.C.S. 

Applications, stating age, qualifications, and experience, 
together with copies of 2 recent testimonials, should be sent 
immediately to Secretary, Hospital Management Committee, 
Forest Groun, Lanethorne-road. London. F.11 
CONNAUGHT HOSPITAL, Walthametew, E.17. House 
SURGEON required for 6 months (general surgery and special 
ee). Post vacant 30th December, 1954. Recognised 
or F.R. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to the Secretary, Hospital 
Management Committee, Forest Group, Langthorne-road, E.11. 
DULWICH HOSPITAL, East Dulwich-grove, London, 
S.E.22. Applications invited for appointment as SENIOR 
HOUSE OFFICER (general medical duties). The Hospital is 
associated with King’s College Hospital Medical School for 
teaching purposes and the duties of the post include care of 
teaching-bed patients. Position vacant from 18th January, 
1955. Salary £745 a year, with deduction in respect of residence. 

Applications, stating age, qualifications and experience, 
enclosing copies of recent testimonials or names of 2 referees, 
to Group Secretary, Cambe rwe I Hospitals Management Com- 
mittee, Dulwich Hospital, ¢.E.22, not later than 24th December, 


1954, 
GERMAN HOSPITAL, London, €E.8 (General—157 
Beds. ) Pre-registration HOUSE PHYSIC IAN post vacant 


3rd January. 

Applications, with copy testimonials, to Group Secretary, 
Hackney Hospital Management Committee, London, E.9, by 
15th December, quoting GH/HP. 

QERMAN HOSPITAL, London, E.8. (General—157 
Beds. ) Pre-registration HOUSE SURGEON, post vacant 
3rd January. 

Applications, with copy testimonials, to Group Secretary, 

Hackney Hospital Management Committee, London, E.9, by 
15th December, quoting GH/HS. 
HACKNEY HOSPITAL, London, €E.9. (General—842 
Beds.) Applications are invited for the full-time post of JUNIOR 
HOSPITAL MEDICAL OFFICER to assist the Physician in 
charge of the geriatric wards at the above Hospital. The depart- 
ment (to which the full facilities of the Hospital for investigation 
and treatment are available, including a modern Occupational 
Therapy Department) contains 164 beds for patients undergoing 
active treatment and rehabilitation, and 160 beds for long-stay 
cases. The appointment (£775-£50-£1075 p.a.) is for a period 
not exceeding 4 years in the first instance. 

Applications should reach the Group Secretary at the above 
address by 16th December. 

HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. HOUSE 
SURGEON (orthopeedics) required 16th February. 

Applications, stating age, qualifications, experience, 

2 recent testimonials, to Secretary, 
Ist January. 
HIGHLANDS GENERAL HOSPITAL, Winchmore Hill, 
London, N.21. HOUSE PHYSICIAN, vacant ist January, 
1955. Preference given to a seeking pre-registration 
post under Medical Act, 195 

Applications, with Bm of 3 testimonials, to Hospital 

Secretary. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 60, 
Grove End-road, London, N.W.8. Applications are invited from 
registered medical practitioners (Male) for the appointment of 
HOUSE SURGEON to the Midwifery and Gynecology Depart- 
ments to become vacant forthwith. Appointment will be for a 
period of 6 months. Salary is at the rate of £350 p.a. 

Applications to the Secretary, together with copies of 3 recent 

testimonials. 
MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue, 
Hampstead, N.W.3. Applications are invited from registered 
medical practitioners for the post of GYNASCOLOGICAL 
HOUSE SURGEON (radiotherapy). Vacant forthwith. 

Applications, with copies of testimonials, to the Medical 
Director. 

LONDON CHEST HOSPITAL. Hospitals for Diseases of 
THE CHEST. 2 vacancies occur Ist February, 1955, for RESI- 
DENT HOUSE PHYSICIAN. Appointments for 6 months, 
4 in London, 2 at the Country Branch, near Letchworth, and 
posts are graded as House Officer. Duties include work in the 
ayy se ten Department and refill clinic as well as in wards. 

Applications, stating age, qualifications with dates, and 
previous appointments held, with copies of 3 testimonials, should 
reach the undersigned not later than 22nd December. 

THOMAS BRownN, House Governor. 

London Chest Hospital, E.2. * . 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of Part-time REGISTRAR to the 
E.N.T. Department. A higher qualification although desirable, 
is not esssential. The successful candidate would be required to 
attend on 6 half-days weekly. 

Applications (12 copies), giving names and addresses of 3 
referees, should be received by the House Governor by 3lst 
December, 1954. H. BRIERLEY, House Governor. 
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LONDON HOSPITAL, Whitechapel, E.1, AND THE 
NORTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for the post of SENIOR REGISTRAR to 
the Department of Anesthetics. Candidates must hold a higher 
degree in anesthetics. The Sepenaeat will be for 4 years to be 
spent at the following hospita’ 

First year, The London Hospital. 

Second Lina 2 Regional Hospital. 

Third year, St. Bartholomew’s Hospital. 

Fourth year, ST of the above by arrangement. 

Applications (12 copies), giving the names and addresses of 
3 referees, sous be received by the House Governor by 31st 
December, 19 . BRIERLEY. House Governor. 
METROPOCITAN EAR, “NOSE AND THROAT HOS- 
PITAL at St. Mary Abbots Hospital, Marloes-road, Kensington, 





W.8. FULHAM AND KENSINGTON HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE SURGEON required immediately. E.N.T. 
experience desirable. Hospital recognised for D.L.O. Resident 


appointment for 6 months in first instance. 

Applications to be submitted by 17th December, 1954, on 
forms obtainable from the Hospital Secretary (L.55), St. Mary 
Abbots Hospital. 

MIDDLESEX HOSPITAL, W.1. Applications invited 
for posts of REGISTRAR and of SENIOR HOUSE OFFICER 
in the Department of Physical Medicine and Rheumatism. 

Forms of application, obtainable from Deputy Superintendent, 
should be returned, naming 2 referees. by 31st December. 


MILE END HOSPITAL, Bancroft-road, E.1. (475 Beds.) 
HOUSE SURGEON (pre-registration, or first, second, or third). 
Required for duty on llth January, 1955. 

Application forms obtainable from Physician-Superintendent, 
to be returned by 18th December, with copies of not more than 
3 testimonials. 

MILE END HOSPITAL, Bancroft-road, E.1. 
OFFICER (second or third—obstetrics). 
obstetrics for M.R.C.0.G. 
18th January, 1955. 

Application forms, which may be obtained from Physician- 
Superintendent, to be returned by 22nd December, 1954. 


MOTHERS’ HOSPITAL (Salvation Army), Clapton, E.5. 
(Maternity—110 Beds.) Applications are invited for the 6- 
months appointment, as from ist March, of RESIDENT 
OBSTETRIC HOUSE SURGEON (not pre-registration). 
Post recognised for M.R.C.O.G. 
Apply Group Secretary, aegunay Hospital, E.9, 
by Ist January, quoting MH/HS 
MOTHERS’ HOSPITAL (Salvation Army), Clapton, E.5. 
(Maternity—110 Beds.) Applications are invited for the 6-months 
oppeatnent as from Ist March, of RESIDENT OBSTETRIC 
o rao SURGEON (pre-registration). Post recognised for 
-R.C.0.G 





“House 
Post recognised in 
required for 6 months, commencing 


London, 











Apply Group Secretary, Hackney Hospital, 
by Ist January, quoting MH/PHS. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of HOU SE's SURGEON at The National 
Hospital, Queen-square, W.C.1, commencing Ist February, 
1955. This post carries the grade of Registrar. 

Applications, giving the names of 3 referees, to be sent to the 
undersigned not later than 3lst December, 1954. 

. EWART MITCHELL, Secretary to the Board of Governors. 

The National Hospitals for Nervous Diseases, 

__Queen-square, W.C.1. 


NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
HOUSE OFFICER (resident), medical or surgical, to the 
Neurosurgical Department at the Maida Vale Hospital for 
Nervous Diseases, London, W.9. Appointment in the first 
instance for 6 months ; duties to commence on 15th January, 
1955. Grading as Senior House Officer or Registrar according 
to experience. 

Applications, with copies of 3 recent testimonials, should be 

sent to the Secretary, Maida Vale Hospital, W 9, not later 
than 18th December, 1954. 
NEASDEN HOSPITAL, Brentfield-road, N.W.10. (Tel. 
No. WILlesden 1850.) Locum Tenens RESIDEN T “MEDICAL 
OFFICER (Registrar), whole-time, resident, required for the 
above Hospital from 29th December, 1954, to 13th January, 
1955, both dates inclusive. This Hospital admits all types of 
acute infectious diseases and offers a wide clinical experience and 
opportunity for postgraduate studies. 

Applications to the Physician-Superintendent as soon as 
possible 
NEW END HOSPITAL, Hampstead, N.W.3. Anesthetic 
REGISTRAR required for busy General Hospital of 240 Beds 


London, E.9, 











with new Endocrine Unit (including thyroid surgery). Post 
recognised for D.A. The Hospital may be visited by direct 
appointment. 

Application forms obtainable from, and returnable to, Group 


Secretary, Archway Group Hospital Management Committee, 
46, Cholmeley-park, N.6, by 20th December, 1954. 

NEW END HOSPITAL, London, N.W.3. Applications 
are invited for the post of HOU SE st RGEON (pre-registration 
—general surgery) vacant Ist January, 1955. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials and name of 1 
rr “the Surgeon-Superintendent, New End Hospital, Hamp- 
stead, N.W.3, by 20th December, 1954. 


QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, London, E.15. PASDIATRIC HOUSE PHYSICIAN 
(House Officer third post). Duties include some work in related 
departments (e.g., diabetic clinic, &c.). 6 months appointment 
commencing 2nd February, 1955. Post reeognised for D.C.H. 

Applications, with copies of testimonials, to Group Secretary, 
West Ham Group Hospital Management Committee, Stratford, 
London, E.15, by 8th January, 1955. 








[Dec. 11, 1954 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
CASUALTY OFFICER (Senior House Officer grade). Post 


recognised for F.R.C.S. 6 months appointment, 
January, 1955. Non-resident. 
Applications, stating age, nationality, qualifications, experi- 
ence, with copies of recent testimonials and/or names of 2 
referees, to Secretary of Hospital, immediately. 
PRINCESS BEATRICE HOSPITAL, Earis Court, 8.W.5. 
Applications are invited from registered medical practitioners for 
the post of RESIDENT ANACSTHETIST (Senior House 
Officer grade), some casualty duty. Vacancy Ist January, 1955. 
Applications, stating age, qualifications, and with 3° testi- 
monials, to the House Governor. 
ROYAL NORTHERN HOSPITAL, Holloway, London, 
N.7 Applications are invited for the post of CASUALTY 
OFFICER (Senior House Officer grade), with duties in the 
Radiotherapy Department, vacant 4th January, 1955. Post 
recognised for F.R.C.S. 
Applications to be sent to the Hospital Secretary by 18th 
December, 1954. 
SOUTH LONDON HOSPITAL FOR WOMEN, Clapham 
Common, 8.W.4. Applications are invited from pre-registration 
and registered Female medical practitioners for the appointment 
of GYNACOLOGICAL HOUSE SURGEON, vacant 2nd 
February, 1955, for 6 months. Recognised for M.R.C.0.G. 
Application forms from the Secretary 
ST. JOHN’S HOSPITAL FOR DISEASES OF THE SKIN, 
Lisle-street, Leicester-square, Lordon, W.C.2. — Applic ations 
are invited for the post of RESIDENT SENIOR HOUSE 
OFFICER for Inpatient Department. 
Inquiries and applications, with the names of 2 referees, by 
3ist_ December, 1954, to Secretary. 
ST. MARK’S HOSPITAL, City-road, London, €E.C.1. 
Part-time CLINICAL ASSISTANT (Hon.) required in the 
Outpatients Department on Tuesday afternoons. 
Further particulars obtainable from Secretary. 
ST. STEPHEN'S HOSPITAL, Fulham-road, 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
TRAR (ron-resident). General and thoracic medicine, including 
cardiology and tuberculosis wards. Immediate vacancy. 
Application forms obtainable from Group Secretary, St. Luke’s 
Hospital, Sydney-street, S.W.3. 
ST. THOMAS’S HOSPITAL, London, 8.E.1. Whole-time 
REGISTRAR. Jointly to the ‘Departments of Neurology and 
Psyc hiatry for 1 year_in the first instance. Some neurological 
experience essential. 
Applications, including names and addresses of 2 referees, to 
the Clerk of the Governors by 24th December, 1954. 


ST. THOMAS’S HOSPITAL, London, 8.E.1. Registrar 
to the Ophthalmic Department for 1 year in the first instance. 
Applications, including names and addresses of 2 referees, to 
the Clerk of the Governors by 24th December, 1954. 
ST. THOMAS’S HOSPITAL, London, 8.E.1. Refrac- 
TIONISTS (part-time) for 5 afternoon sessions per week. 
£175 p.a. per weekly session. Applications for fewer sessions 
would be considered. 
Applications. including names and addresses of 2 henrasvar: to 
the Clerk of the Governors by 24th December, 1954 


ST. THOMAS'S HOSPITAL, London, s. E.1. ~ Resident 
SURGICAL OFFICER (Registrar grade) at the Royal Waterloo 
Hospital for 1 year in the first instance from 11th February, 1955. 

Applications, including names and addresses of 2 referees, to 
the Clerk of the Governors by 24th December, 1954, 


THE HOSPITAL FOR sick CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 7th March, 
1955, for an ASSISTANT RESIDENT MEDICAL OFFICER 
(grade—Senior House Officer) at the Country Branch Hospital, 
Tadworth, Surrey (101 Beds). 

Further particulars and form of application, which must be 
returned not later than Monday, 3rd January, 1955, are obtain- 
able from the undersigned. 

_____H. F. Rurserrorp, House Governor and Secretary. 


WEST HAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE Stratford, London, E.15. 1 of 2 ANASSTHETISTS 
(resident ; Senidt House Officer grade) for 12 months com- 
mencing as soon as possible. 6 months duty at Queen Mary’s 
Hospital for the East End followed by 6 months at East Ham 
Memorial Hospital or vice versa. Combined post recognised 
for F.F.A. R.C.S8. 

Applications, with names of 3 referees, to Group Secretary, 
West Ham Group Hospital Management Committee, Stratford, 
London, E.15, as soon as possible. 
UNIVERSITY COLLEGE HOSPITAL, 
W.C.1,. Applications are invited for the post of REGISTRAR 
in the E.N.T. Department for 1 year from Ist March, 1955. 
The post will be graded Registrar or Senior House Officer 
according to experience. 

Applications, with the names of 2 referees, to Administrator 
and Secretary by 22nd December. 


UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of RESIDENT 
MEDICAL OFFICER (Registrar mg 8 _at the Hospital for 
Tropical Diseases, 4, St. Pancras-way, N.W.1 Appointment 
for 6 months, renewable. 

Applications, with names of 2 referees, to the Administrator 
and Secretary. University College Hospital, by 28th December, 


starting Ist 


S.W.10. 
REGIS- 


~ Gower-street, 





1954. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of MEDICAL 


REGISTRAR for 1 year from Ist January, 1955. Post will be 
graded Registrar or Senior House Officer according to the 
experience of the successful candidate. 

Applications, with names of 2 referees, to Administrator and 
Secretary by 20th December, 1954, 
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UNIVERSITY COLLEGE HOSPITAL, 
W.C.1. Applications are invited for the post of SENIOR 
REGISTRAR in the Dermatological Department from Ist 
January, 1955, or as soon as possible thereafter. 

Applications, with names of 2 referees, to the Administrator 

and Secretary by 20th December, 1954. 
WHITTINGTON HOSPITAL, London, N.19. North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. SURGICAL 
REGISTRAR required at above Hospital. Unit consists of 
general surgical beds with large Gastro-Enterological section. 
F.R.C.S, desirable. Hospital may be visited by appointment 
with Medical Superintendent. 

Application forms obtainable from, and returnable to, Group 

Secretary, Archway Group Hospital Management Committee, 
46, Cholmeley-park, N.6, by 20th December. 
WILLESDEN GENERAL HOSPITAL, Harlesden-road, 
N.W.10. RESIDENT HOUSE PHYSICIAN required for 6 
months from 17th January, 1955, plus 2 weeks locum from 
4th January, 1955. Pre-registration candidates eligible. 

Applications, with full details, and names of 2 referees, to 
Hospital Secretary by 15th December. 
WILLESDEN GENERAL HOSPITAL, Harlesden-road, 
N.W.10. RESIDENT CASUALTY OFFICER (Senior House 
Officer) required for 6 months from 12th January, 1955. Post 
recognised under Fellowship regulations. 

Applications, with full details, and names of 2 referees, to 
Hospital Secretary by 15th December. Ae 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEON required at Ashton- 
under-Lyne General Hospital. Preference will be given to pre- 
registration applicants. Recognised for F.R.C.S. (Eng. ). 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 testimonials, should be 
forwarded to the Group Secretary, Ashton-under-Lyne General 
Hospital, Ashton-under-Lyne, Lancs, as soon as possible. 


Gower-street, 


BARNSLEY. ane ti HOSPITAL. (178 Beds— 
recognised for the F.F.A.R.C.S.) SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time RESIDEN T or NON-RESIDENT REGIS- 
TRAR (anseesthetics) required with duties also at St. Helen 
Hospital, Barnsley (226 Beds), Appointment for 1 year in first 
instance. : i 

Apply to Secretary, Sheffield Regional Hospital Board, Old 


Fulwood-road, Sheffield, by 20th December, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. . 

BARNSTAPLE. NORTH DEVON INFIRMARY. (110 
Beds.) Pre-registration posts of HOUSE SURGEON and 
HOUSE PHYSICIAN, vacant Ist February, 1955. 

Applications to Group Secretary, 19, Alexandra-road, 
Barnstaple. 
BATH CLINICAL AREA. The Board of Governors of the 
UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN REGIONAL 
HOSPITAL BOARD. Applications are invited by the above Boards 
from registered medical practitioners for the joint appointment 
of REGISTRAR in Obstetrics and Gymecology. The appoint- 
ment will be held for 1 year in the first instance, and be renewable 
for a further year. The successful candidate will be appointed 
to work for the first year in the Bath Group of hospitals. The 

post is recognised for the M.R.C.O.G,. 

Applications, stating date of birth, qualifications and experi- 
enc e, together with the names and addresses of 2 referees, should 
be sent to the Secretary of ee Regional Hospital Board, 27, 
Tyndalls Park-road, Bristol, 8, not later than 3lst December, 
1954. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) 3 
RESIDENT HOUSE SURGEONS (pre-registration) required 
in December and January. The appointments offer e xceptional 
opportunity for general experience in a busy acute Surgical 
Unit. 

Applications, stating age nationality, qualifications, previous 
appointme nts, together with copies of 2 recent testimonials, 
should be forwarded to Group Secretary, Bedford Group Hos- 
pital Management Committee, 3, Kimbolton-road, Bedford. 
BIRMINGHAM AND MIDLAND EYE HOSPITAL, 
Church-street, BIRMINGHAM, 3. HOUSE SURGEON required. 
Appointenent for 6 months, but renewable. Hospital carries 
resident staff of 5 and provides a 2-year course of instruction 
recognised for the D.O. (England ) and F.R.C.S. (England) 
in Ophthalmology. Wide experience available in all branches, 
including surgery. 

Detailed application to Dudley Road Hospital, 
Birmingham, 18. 


BIRMINGHAM (DUDLEY ROAD) GROUP OF HOS- 


Secretary, 


PITALS. Whole-time SENIOR REGISTRAR in Ophthalmology. 
Duties mainly at Birmingham and Midland Eye Hospital. 


Experience specialty essential. Higher qualification an advan- 


tage. Successful candidate may subsequently be required to 
spend not more than 2 years in a selected hospital of the 
United Birmingham Hospitals in accordance with the inter- 


change of Registrars agreed between both Boards, 

Application forms from Secretary, Regional Hospital Board, 
10, Augustus-road, Birmingham, 15, to be returned before 
27th December, 1954. fi 
BIRMINGHAN, 9. LITTLE BROMWICH HOSPITAL. 
PADIATRIC HOUSE PHYSICIAN (Male or Female). Post 
vacant Ist February, 1955. Recognised for the D.C.H. includes 
duties in the infectious diseases wards, and at Neonatal Depart- 
ment and clinics. 
» Applications, to Physician-Superintendent. 


BIRMINGHAM, 13. SUHKRENTU MATERNITY HOS- 


PITAL. (112 Beds, including 24 premature baby cots.) 
OBSTETRIC HOUSE SURGEON, Appointment recognised 
for D.Obst.R.C.O.G. and vacant Ist February, 1955. Hospital 


affiliated to Birmingham Medical School for training of students. 
Applications for above post to the Obstetrician, not later 


than 22nd December, 1954. 
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BIRMINGHAM REGIONAL HOSPITAL BOARD. 
1. Birmingham (Selly Oak) Hospital Management 
Committee, Oak Tree-lane, Birmingham, 
Whole-time REGISTRAR for E.N.T. Department (39 Beds) 
of Selly Oak Hospital, Birmingham, 29 (1090 Beds), with 
approximately half-time in otological clinics in large factories on 
Medical Research Council investigations. Non-resident. Experi- 
ence specialty and higher qualification an advantage. 
2. Mid-Worcestershire Hospital Management Com- 
mittee, Birmingham-road, Bromsgrove 


Locum SURGICAL REGISTRAR for 6 weeks from Ist 
January. Kidderminster General Hospital (112 Beds). Married 
quarters available. 

Applications, naming 3 referees, to the Secretary, Hospital 
Management Committee, immediately. 


3. No. 20 Group Hospital Management Committee, 
Stoney Stanton-road, Coventry 

Whole-time REGISTRAR in E.N.T. Surgery for Coventry 
Group of hospitals. Duties mainly in Coventry hospitals (45 
E.N.T. beds) some duties in Nuneaton and Rugby. Recognised 
for F.R.C\S. and D.L.O. Hearing Aid Department. Non- 
resident. 

. Stoke-on-Trent Hospital Management Committee, 
Princes-road, Hartshill, Stoke-on-Trent 

(a) SURGICAL REGISTRAR (including genito-urinary, 
thoracic and cardiac—no sooueny > for City General Hospital 
(845 Beds). Recognised F.R.C.S. 21 residents, include Senior 
Surgical Registrar and 3 dcouea House Surgeons. 

(6) REGISTRAR in Pathology for City General Hospital. 

Resident. Laboratory recognised for Diploma in Pathology. 
Excellent experience in specialty available. 

(c) Whole-time REGISTRAR in Thoracic Surgery for Stoke- 
on-Trent Group of hospitals. Duties at Cheshire Joint Sanatorium 
(305 Beds) and North Staffordshire Royal Infirmary (475 Beds). 
Experience general surgery essential, higher surgical qualification 
an advantage. 

Application forms from Group Secretaries, to be returned before 
27th December, 1954. Candidates may visit hospitals. 
BIRMINGHAM. ST. CHAD’S HOSPITAL, Hagley-road, 
BIRMINGHAM, 16. HOUSE SURGEON required from 7th January, 
1955. Recognised for pre-registration. 

Detailed applications, with recent testimonials, to the Group 
Secretary, Dudley Road Hospital, Birmingham, 18. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL. Applications are invited 
from bn wis red medical practitioners for the post of RESIDENT 
HOUSE OFFICER (casualty), vacant 7th January, 1955, for 
6 months. 

Forms of application 
Governor, The 
ingham, 16, 


a may be obtained from the 
Children’s Hospital, Ladywood-road, 
and should be returned not 


House 
Birm- 
later than 28th Dec- 


ember, 1954. 

G. A. PHALP, Secretary to the Board of Governors. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. 


Applications are invited for the post of REGISTRAR 
in Radiotherapy (non-resident), Registrar grade, for duties at 
the Radiotherapy Centre of the United Birmingham Hospitals. 
Candidates should have Part I of the appropriate Diploma and 
have had practical experience in radiotherapy. 

Application forms may be obtained from the Secretary, United 
Birmingham Hospitals, Queen Elizabeth Hospital, Edgbaston, 
Birmingham, 15, and should be returned by 31st December, 1954. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the appointment of a 
RESIDENT SURGICAL REGISTRAR (Senior Registrar grade ) 
in the Queen Elizabeth Hospital. The appointment will be for 
1 year in the first instance and subject to annual review. The 
successful candidate may subsequently be required to spend 
not more than 2 years in a selected hospital of the Birmingham 
Regional Hospital Board in accordance with an arrangement for 
the interchange of Registrars agreed between the 2 Boards. 
Candidates must be registered medical practitioners and should 
possess the F.R.C.S. 

Forms of application may be obtained from the Secretary, 
United Birmingham 


Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15. and should be returned not later than 29th 


December, 1954. 


BLACKPOOL AND FYLDE HOSPITAL MANAGEMENT 
COMMITTEE. _DEVONSHIRE ROAD HOSPITAL, BLACKPOOL. (128 
Beds.) SENIOR HOUSE OFFICER (resident) with duties in 
connection with care of beds under the Group Consultant 
Peediatrician at the Victoria Hospital (General) (344 Beds), 
and the * Glenroyd ”’ Maternity Hospital, Blackpool (60 Beds), 
and duties at the Devonshire Road Hospitel (infectious diseases ). 
Post vacant 10th February, 1955, and provides good oppor- 
tunities for gaining experience in child health and infectious 
diseases. 
Applications, 
should be 
Blackpool. 


BLACKPOOL. VICTORIA ee ee (General Hos- 
pital—344 Beds. Consultant staffed.) CASUALTY OFFICER 
(Junior Hospital Medical Officer ~o Ui required. Post vacant 
2ist January, 1955. Salary aii; )—-£50-£1075. Tenure of post 
4 years. Recognised for F.R.C.s. This is a busy General Hospital 
(opened 1937) with a large Outpatient Department and the post 
offers excellent opportunities for gaining general e xperience. 

Applications, giving full particulars of experience, &c., 
together with the names and addresses of 3 referees, to the 
Hospital Secretary. 
BLACKPOOL. VICTORIA HOSPITAL. 
HOUSE PHYSICIAN. Post vacant Ist February, 1955. Recog- 
nised for Pre-registration Service. Provides excellent oppor- 
tunity for gaining experience in a department under the control 
of Consultant Physicians. 

Applications, with references or names of referees, should be 
sent to the Hospital Secretary. 


with the names and addresses of 3 referees, 
sent to the Group Secretary, Victoria Hospital, 


(344 Beds.) 
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BLACKPOOL. VICTORIA HOSPITAL. (344 Beds.) 
SENIOR HOUSE OFFICER (Department of Medicine), vacant 
January, 1955. Provides excellent opportunity for gaining 
experience in a department under the contro] of Consultant 
Physicians. 

Applications, with references or names of referees, should be 

sent to the Hospital Secretary. 
BOLTON. THE ROYAL INFIRMARY. (237 Beds.) 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT SENIOR HOUSE OFFICER in Surgery, vacant 
26th. December, tenable for 12 months and recognised for 
F.R.C.S. Married quarters available, if required. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, to Group Secretary, The 
Royal Infirmary, Bolton. 

BOURNEMOUTH (near). CHRISTCHURCH HOSMVAL, 
CHRISTCHURCH, HANTS. BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. 2 HOUSE PHYSICIANS 
(Pre-registration Interns) required for general medicine. The 
osts become vacant on 18th and 24th January respectively. 
he Hospital comprises 61 acute medical beds, 188 chronic sick, 
34 peediatric and 6 chest diagnostic. 

Applications, with copies of testimonials, to the Group 
Secretary, Hospital Management Committee Office, Royal 
Victoria Hospital, Gloucester-road, Boscombe. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (494 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of SENIOR HOUSE OFFICER (resident), 
orthopedic and casualty combined. Post vacant Ist January, 
1955, is recognised for the F.R.C.S. examination and is tenable 
for 12 months. 

Applications to the Deputy Hospital Secretary. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (494 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of HOUSE SURGEON. The post, which 
becomes vacant on 30th December, 1954, is recognised for the 
F.R.C.S. examination and for pre-registration purposes. 

Applications to the Deputy Hospital Secretary. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (494 Beds.) BoU aay TH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTE Applications are invited 
for the appointment of HOUSE PHYSIK SIAN (Pre-registration 
Intern). The post becomes vacant on 22nd December. 

Applications to the Deputy Hospital Secretary. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road, BOSCOMBE. (494 Beds.) BOURNEMOUTH AND EAST 
DORSET HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the appointment of HOUSE SURGEON for general 
and thoracic surgery. The appointment, which becomes vacant 
on Ist January, 1955, is recognised for the F.R.C.S,. examination 
and for pre-registration purposes. 

Applications to the Deputy Hospital Secretary. 
BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT oe. ROYAL VICTORIA HOSPITAL, WEST- 
BOURNE, HANTS. Applications are yy for the immediate 
appointment of HOUSE SURGEON for E.N.T. and ophthalmic 
duties. In addition to duties at the above Hospital, the 
successful candidate will be required to assist in the E.N.T. 
outpatient clinics at the Royal Victoria Hospital, Bournemouth, 
and Poole General Hospital, Poole. The appointment is recog- 
nised for the D.O. and D.L.C. Diplomas but not for pre- 
registration purposes. 

Applications to the Deputy Hospital Secretary, Royal Victoria 

Hospital, Shelley-road, Bournemouth. 
BRIGHTON GENERAL HOSPITAL. House Surgeon 
(recognised for F.R.C.S.) for General Surgical Unit (60 Beds). 
Post will be vacant 9th January, 1955. and is recognised as a 
pre-registration appointment. 

Applications, stating usual particulars and naming 2 referees, 
to the Physician- ~~ Japan Brighton General Hospital, 
Elm-grove, Brighton, 7 ; 
BRIGHTON. NEW SUSSEX HOSPITAL FOR WOMEN. 
Vacancy for HOUSE PHYSICIAN (Female) for 6 months from 
24th January, 1955. Duties include work in Gynecological 
Department. Pre-registration candidates may apply. 

Applications, stating age, nationality. qualifications and 
experience, together with copies of recent testimonials, to the 
Administrative Officer, New Sussex Hospital for Women, 
Windlesham-road, Brighton, by 18th December, 1954, 


BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) CASUALTY HOUSE SURGEON (1 of 3). Duties 
include work in Orthopedic and Traumatic Unit. Recognised 
for pre-registration and F.R.C.S. Vacant beginning of January. 

Applications, stating usual! particulars and naming 2 referees, 

to the Administrative Officer. 
BRISTOL. HAM GREEN HOSPITAL, Pill, near Bristol. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER in the tuberculosis wards (188 Beds) of the above 
Hospital. The Hospital is fully equipped for the modern treat- 
ment of pulmonary tuberculosis, including regular major 
thoracic surgery. Good accommodation, male or female, is 
available. Salary at present £745 p.a., less £135 p.a. residential 
costs. 

Apply Secretary, Ham Green Hospital, Pill, near Bristol. 
BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE. tequired at Southmead 
Hospital (571 Beds including 133 maternity), 2 RESIDENT 
SENIOR HOUSE OFFICERS (pathology). General experience 
in clinical pathology, including Blood Transfusion Service duties, 
for 12 months commencing Ist February, 1955. 

Applications, on forms to be obtained from the undersigned, 
to be returned not later than 21st December, 1954 

TANCOCK, Group Sec retary. 


Southmead Hospital, Bristol. 


BRISTOL CLINICAL AREA. The Board of Governors of 
THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the above 
Boards from registered medical practitioners for the joint 
appointment of REGISTRAR in Pediatrics. The appointment, 
which is resident, will be held for 1 year in the first instance 
and be renewable for a further year. The successful candidate 
will be appointed to work for the first year at Southmead 
Hospital, Bristol, which is associated with the University 
Department of Child Health. The post offers excellent experience 
in neonatal peediatrics, care of the premature baby, and general 
pediatrics. 

Applications, stating date of birth, qualifications, and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27, 
+ 7 sa Park-road, Bristol, 8, not later than 31st December, 

vo. 

BRISTOL CLINICAL AREA. The Board of Governors of 
THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the joint 
appointment of REGISTRAR to the Department of Pathology 
at Frenchay Hospital, Bristol. This post becomes vacant on 
Ist March, 1955. The duties will be mainly concerned with 
morbid anatomy, but applicants must have had some experience 
in clinical pathology. The Laboratory is recognised for the 
purposes of the examination in the Diploma of Pathology. 
The appointment will be held for 1 year in the first instance and 
be renewable for a further year. 

Applications, stating date of birth, qualifications, and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27 
2yniela Park-road, Bristol, 8, not later than 3lst December, 

vot. 

BROMSGROVE. REGIONAL THORACIC SURGICAL 
CENTRE : HILL TOP HOSPITAL. MID-WORCESTERSHIRE HOSPITAL 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER. Post 
vacant middle of February, 1955. All aspects of thoracic surgery 
dealt with, including cardiac, pulmonary, alimentary and 
children’s diseases. Salary £745 p.a. 

Applications, with the names of 3 referees, to the Group 

Secretary, Mid-Worcestershire Hospital Management Committee, 
Birmingham-road, Bromsgrove. 
BROXBURN, WEST LOTHIAN. BANGOUR VILLAGE 
HOSPITAL, hear EDINBURGH. Applications are invited for the 
appointment as REGISTRAR in Psychiatry. The Hospital is 
a modern villa type hospital (over 1000 Beds) and is associated 
with a General Hospital (over 600 Beds) with special Units 
—e.g., Neuro-surgical, Plastic Surgical, &c., in addition to 
General Surgical and Medical Units. Facilities for experience 
are available for all types of treatment in the Hospital and 
associated outpatient clinics. Salary and conditions of service in 
accordance with regulations. House available outwith grounds 
of Hospital. 

Applications, with full particulars of qualifications and 
experience, together with names of 3 referees, should reach the 
Physician-Superintendent, Bangour Village Hospital, Broxburn, 
West Lothian, within 1 month. 

BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following posts 
which fall vacant during January, 1955 : 
IUSE OFFICER (medicine), pre-registration, Rossendale 
General Hospital. 
HOUSE OFFICER (medicine), pre-registration, Bury General 
Hospital. 

Apply, stating age, qualifications, and the names of 2 referees, 
to H. WILKINSON, Group Secretary 

Bury General Hospital, W almersley- road, Bury, Lanes. 
BURY AND ROSSENDALE HOSPITAL MANAGE- 
MENT COMMITTEE. BURY GENERAL HOSPITAL. Applications are 
invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER (resident or non-resident) in Anesthetics. The post, 
which will be limited to a tenure of 4 years in the first instance, 
is based on Bury General Hospital, but will include duties at 
other hospitals in the Group, and provides wide experience, 
The aneesthetic staff comprises, in addition, a Consultant and a 
Senior Hospital Medical Officer. 

Apply, stating age, qualifications, experience, and names of 
2 referees, to H. WILKINSON, Group Secretary. 

Bury Genera] Hospital, Bury, Lancs. 

BURY AND ROSSENDALE HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
SENIOR HOUSE OFFICER in Padiatrics. The post is based 
on Bury Genera! Hospital, but will include duties at other 
meqgans in*the Group. 

Apply, stating age, qualifications, experience, and names of 

2 referees, to H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 
BURTON-ON-TRENT GENERAL INFIRMARY. Resi- 
DENT ANASTHETIST (Junior Hospital Medical aoe -er ): 
Non-resident considered. Recognised for the F.F.A.R. 

Applications to Group Secretary. 

CARSHALTON, SURREY. QUEEN MARY’S HOS- 
PITAL FOR CHILDREN. (840 Beds.) Whole-time REGISTRAR 
required for surgical and orthopedic duties. Applicants are 
invited to visit the Hospital (which is within easy reach of 
Central London) by appointment. 

Applications, on forms obtainable from the Group Secretary, 
should be submitted by 20th December, 1954. 
CHELMSFORD AND ESSEX HOSPITAL. (163 Beds.) 
Applications are invited for the post of RESIDENT HOUSE 
SURGEON (pre-registration post). The post will become vacant 
on 9th January and offers good surgical) experience and is 
recognised for the F.R.C.S. 

Applications, together with 2 recent testimonials to the 
Secretary, Chelmsford Hospital Management Committee, 





London-road, Chelmsford. 
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CHELTENHAM GENERAL AND EYE HOSPITAL. 
(170 Beds.) RESIDENT SENIOR HOUSE OFFICER 
(casualty) required. 

Applications, giving details of qualifications and experience, 
and names of 3 referees, to the Group Secretary, Sandford- 
road, Cheltenham. 

CHELTENHAM GENERAL AND EYE HOSPITAL. 
(170 Beds.) HOUSE SURGEON (pre-registration) required 
January, 1955. 

Applications, stating age, experience, and names of 3 referees, 
to be sent to the Group Secretary, General Hospital, Cheltenham. 
CHELTENHAM GENERAL HOSPITAL. (170 Beds.) 
HOUSE PHYSICIAN (pre-registration) required January, 1955. 

Applications, stating age, experience, and names of 3 referees, 
to be sent to the Group Secretary, General Hospital, Cheltenham. 
CHEPSTOW. CHEST UNIT, MOUNT PLEASANT 
HOSPITAL. (150 Beds.) SENIOR HOUSE OFFICER required 
for new Thoracic Surgery Unit now opening. Salary £745, less 
£130 board-residence. Also resident are a Senior Hospital Medical 
Officer and a Junior Hospital Medical Officer. Successful can- 
didate will receive thorough training in specialty. 

Write, quoting 2 referees, to— 

T. A. Jones, Group Secretary. 

64, Cardiff-road, Newport, Mon. 

CHERTSEY, SURREY. ST. PETER’S HOSPITAL 
(late Botleys Park War Hospital). (430 Beds.) ORTHO- 
PADIC HOUSE SURGEON required from 28th December, 
Senior House Officer or House Officer (Intern grade). Post 
recognised for F.R.C.S. for pre-registration internship. Prefer- 
ence will be given to provisionally registered candidates. Salary 
in accordance with terms and conditions of National Health 
Service. 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. 

OLIVER PLUNKETT, Physician-Superintendent. 


CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON required 
for 6 months appointment. National salary scale for first, 


second, or third posts. Post approved for pre-registration 
practitioners. Post recognised for F.R.C.S. 6 residents including 
Resident Surgical Officer and 3 House Surgeons. Vacant from 
12th January, 1955. 

Apply to the Senior Administrative Officer. 

CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE PHYSICIAN required 
for 6 months appointment. National salary scale for first, 
second, or third posts. Post. approved for pre-registration 
practitioners. 6 residents, including Resident Medical Officer 
and House Physician. Vacant from 2nd January, 1955. 

Apply to Senior Administrative Officer. 

COLCHESTER. ESSEX COUNTY HOSPITAL. (188 
Beds.) Applications invited for post of HOUSE PHYSICIAN 
(first, second, or third post), tenable for 6 months. 

Applications, with copies of 3 testimonials, to the Group 
Secretary, Colchester Hospital Management Committee, 14, 
Pope’s-lane, Colchester. 

COLCHESTER. ESSEX COUNTY HOSPITAL. 
Beds.) Applications are invited for the post of HOUSE OFFICER 
(surgical), first, second, third, or pre-registration post ; tenable 
for 6 months. 

Applications, with copies of 3 testimonials, to the Group 

Secretary, Colchester Hospital Management Committee, 14, 
Pope’s-lane, Colchester, Essex. 
COTTINGHAM. CASTLE HILL HOSPITAL. Hull B 
HOSPITAL MANAGEMENT COMMITTEE. JUNIOR HOSPITAL 
MEDICAL OFFICER to work in major Thoracic Surgery Unit. 
Excellent flat available, suitable for married man with family, 
or accommodation for single man. The unit has 50 Beds for 
all types of thoracic surgery, including tuberculous and non- 
tuberculous, o@sophageal, and cardiac. 

Applications, with names of referees, to Group Secretary, 

De la Pole Hospital Willerby, E. Yorkshire. 
DONCASTER HOSPITAL MANAGEMENT COM- 
MITTEE. HAMILTON ANNEXE, WESTERN HOSPITAL. (Recognised 
under the regulations for the D.Obst.R.C.0.G. and M.R.C.O.G. 
(obstetrical experience) and approved for Pre-registration 
Service under the Medical Act, 1950.) Applications are invited 
for the post of OBSTETRICAL HOUSE OFFICER (Senior 
House Officer or pre-registration post). 

Applications should be forwarded to the Secretary to the 
Committee at Doncaster Royal Infirmary by 18th December. 
DONCASTER ROYAL INFIRMARY. (330 Beds.) Don- 
CASTER HOSPITAL MANAGEMENT COMMITTEE. Applications’ are 
invited for the post of HOUSE SURGEON, vacant early 
an: Approved as pre-registration post and recognised for 
Y.R.C.S,. 

Applications to the Secretary to the 
Doncaster Royal Infirmary. 
DONCASTER ROYAL INFIRMARY. (330 Beds.) 
CASTER HOSPITAL MANAGEMENT COMMITTEE. 
invited for the post of HOUSE PHYSICIAN, vacant early 
January. Approved as pre-registration post. 

Applications to the Secretary to the Committee, at the 

Doncaster Royal Infirmary. 
DERBY CITY HOSPITAL. Pediatric House Physician 
(pre-registration) or SENIOR HOUSE OFFICER (medical), 
vacant late January. The post also provides some adult experi- 
ence. 

Apply, stating full details together with copies of 2 recent 
testimonials, to the Medical Superintendent. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. 
SURGEON (pre-registration—gynercology ), vacant 
January, 1955. Recognised for M.R.C.O.G. 


Committee, at the 


Don- 
Applications are 





House 
18th 


Apply, stating full details with copies of_2 recent testimonials, 
to Hospital Secretary. 
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EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

(1) REGISTRARS in Psychiatry : 

(a) Fulbourn Hospital and Addenbrooke’s Hospital, Cam- 
bridge. Joint appointment by Regional Hospital Board and 
Board of Governors of United Cambridge Hospitals. Trainee 
post which provides full facilities for clinical work with all types 
of patients and study for D.P.M. The successful candidate will 
work initially at Fulbourn Hospital and later also undertake 
duties at Addenbrooke’s Hospital. 

(b) St. Andrew’s Hospital, Thorpe, Norwich (1250 Beds). 
Full range of modern psychiatric treatments and a number of 
associated general hospital outpatient clinics. Married or single 
quarters available. : 

(c) Ipswich Mental Hospital Group—St. Clement’s Hospital, 
Ipswich (450 Beds) and St. Audry’s Hospital, Melton, near 
Woodbridge (1100 Beds) and associated General Hospital out- 
patients clinics. There is a new Outpatient Department and 
Electro-encephalographic Department at St. Clement’s Hos- 
pital. Married quarters available. 

Candidates submitting applications for more than 1 post 
should indicate any preference. Appointments for 1 year, 
renewable for second year. Candidates invited to visit hospitals 
by direct arrangement with the apprepriate Medical Superin- 
tendent. 

(2) ANAESTHETIC REGISTRAR, West Norfolk and King’s 
Lynn Hospital (145 Beds). Single accommodation available. 
Post provides wide experience and recognised for D.A. Appoint- 
ment for 1 year, renewable for second year. Candidates invited 
to visit Hospital by direct arrangement with Hospital Manage- 
ment Committee Secretary at the Hospital. 

(3) MEDICAL REGISTRAR, Nayland Sanatorium, near 
Colchester (207 Beds). Post provides wide experience in tuber- 
culosis and diseases of the chest. Married accommodation 
available. Appointment for 1 year, renewable for second year. 
Candidates invited to visit Hospital by direct arrangement with 
Hospital Management Committee Secretary, East Suffolk and 
Ipswich Hospital, L[pswich. 

(4) ORTHOPA DIC REGISTRAR, East Suffolk and Ipswich 
Hospital and Ipswich Borough General Hospital. Post provides 
wide experience and training in orthopeedic surgery. Appoint- 
ment for 1 year, renewable for second year. Candidates invited 
to visit Hospitals by direct arrangement with Hospital Manage- 
pae Committee Secretary, East Suffolk and Ipswich Hospital, 
pswich. 

(5) SURGICAL REGISTRAR, Peterborough Memorial Hos- 
ital. The successful candidate will be required to share duties 
n Casualty Department. Post offers wide experience. Appoint- 

ment for 1 year, renewable for second year. Candidates invited 
to visit Hospital by direct arrangement with Hospital Manage- 
ment Committee Secretary at the Hospital. 

Applications, stating age, experience and names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
27th December, 1954. oi Ts ener et bit 
EAST CUMBERLAND HOSPITAL MANAGEMENT 
COMMITTEE. CUMBERLAND INFIRMARY, CARLISLE. Applications 
are invited for the following appointments :— 
sain? For the 6 months period commencing Ist February, 

55 :— 

1 HOUSE OFFICER (general medicine) pre-registration. 

2 HOUSE OFFICERS (general surgery), pre-registration. 

2 HOUSE OFFICERS (obstetrics and gynzcology), pre- 

registration. 

(b) For a period of 12 months from the date of the appoint- 
ment :— 

1 SENIOR HOUSE OFFICER (general surgery). 

1 SENIOR HOUSE OFFICER (orthopedic and fracture). 

1 SENIOR HOUSE OFFICER (specials—eye and E.N.T.). 

Applications, stating age, giving details of education, trainin 
and experience, together with the names of 2 referees, shoul 
be sent to the Secretary as soon as possible. 





EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) JUNIOR HOSPITAL MEDICAL OFFICER (non- 
resident ) required in the Casualty Department at above Hospital. 

Apply, stating age, nationality, qualifications and experience, 
together with names and addresses of 2 referees, to Group 
Secretary, Edgware General Hospital, by 18th December, 1954. 


EDGWARE GENERAL HOSPITAL. (715 Beds.) North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD, SENIOR 
MEDICAL REGISTRAR (whole-time) at above Hospital. 
Duties will include Outpatient Consultative Clinics, Post- 
graduate teaching and charge of beds under supervision of the 
Physician. Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Hendon Group Hospital Management Committee, 
Edgware General Hospital, Edgware, Middlesex, by 21st 
December, 1954. 3 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
Applications are invited from registered medical practitioners 
for the appointment of RESIDENT MEDICAL OFFICER (with 
duties as House Physician to the Neurologist), vacant 15th 
February, 1955. 

Applications, with copies of 2 recent testimonials, to the 
Hospital Secretary, by 28th December, 1954. : ! 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
Applications are invited from registered medical practitioners 
for the appointment of HOUSE PHYSICIAN (medical and 
pediatrics). This is a recognised pre-registration appointment. 
Vacant 28th January, 1955. 

Applications, with copies of 2 recent testimonials, to the 

Hospital Secretary. by 18th December, 1954. _ 
EXETER. ROYAL DEVON AND EXETER HUSPITAL. 
Applications are invited from registered medical practitioners 
for the appointment of SENIOR HOUSE OFFICER (anvs- 
thetics), vacant 17th January, 1955. The post is recognised for 
the F.F.A.R.C.S. examination. 

Applications, with copies of 2 testimonials, to the Hospital 
Secretary by 23rd December, 1954. 














for 


tal 








THE LaNceET] 


THE LANCET GENERAL ADVERTISER 





[Dec. 11, 1954 





GLASGOW, E.1. ROBROYSTON HOSPITAL. Applica- 
tions are invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER to the above-named Hospital. Salary and conditions 
according to national scale. The post is a non-resident one, and 
overnight duty would be arranged by roster. The Hospital 
treats all forms of tuberculosis, both medically and surgically. 
Thoracic and urogenital tuberculosis form a major part of the 
operative work. 

Further particulars may be obtained from the Physician- 
Superintendent. to whom application should be made. 
GLASGOW. RUCHILL HOSPITAL, Bilsland-drive, 
GLASGOW. Applications are invited for the’ post of JUNIOR 
HOSPITAL MEDICAL OFFICER in the Department of 
Diseases of the Chest (260 Beds). The post offers a wide 
experience in the investigation and treatment of pulmonary 
tuberculosis, and in non-tuberculous diseases of the chest. The 
department includes a Thoracic Surgical Unit. The post 
provides excellent opportunities for taking higher qualifications. 
“#@Applications, stating age, qualifications, &c., to be sent 
immediately to Physician-Superintendent. Ruchill Hospital. 
GRANTHAM AND KESTEVEN GENERAL HUSPITAL. 
(117 Beds.) SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT or NON-RESIDENT SURGICAL REGIS- 
TRAR required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road,. Sheffield, by 20th December, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
GRIMSBY GENERAL HOSPITAL. (238 Beds.) Grimsby 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of JUNIOR (pre-registration) or SENIOR HOUSE 
OFFICHR (surgical), vacant from 26th January, 1955. 

Applications, with names of 2 referees, to Hospital Secretary, 

Grimsby General Hospital. 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(232 Beds.) SENIOR HOUSE OFFICER for neurology and 
ophthalmology required. Post is vacant on 17th January 
and tenable for 6 months with option of renewal. Resident 
accommodation available. Recognised both for F.R.C.S. and 
D.O. 


Apply as soon as possible, with copies of 3 testimonials, to the 
Hospital Secretary. 

HALIFAX. ROYAL HALIFAX INFIRMARY. House 
SURGEON required. Post vacant January. Approved pre- 
registration appointment. 

Applications to Group Secretary, Royal Halifax Infirmary. 
HALIFAX GENERAL HOSPITAL. House Physician 
required for Prediatric Unit of 35 Beds. Approved pre- 
registration appointment and recognised for D.C.H. Post vacant 
January. 

Applications to Group Secretary, Royal Halifax Infirmary, 
Halifax. 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds.) SENIOR HOUSE OFFICER (casualty and orthopedic) 
post vacant 26th January, 1955. National scale of salary. 

Apply to Hospital Administrator. 

HASTINGS. ST. HELEN’S HOSPITAL. (497 Beds.) 
HOUSE PHYSICIAN (resident), Male or Female. Pre-registra- 
tion post, vacant 2nd January, 1955. National scale of salary. 

Apply to Hospital Administrator. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. WweEST 
HERTS HOSPITAL. Applications are invited for the post of 
SENIOR HOUSE OFFICER (pediatrics), which is recognised 
for the D.C.H. and which becomes vacant on Ist January, 1955. 

Applications, giving 2 names for reference, should be sent to 
the Hosnital Secretary at once. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. WwesT 
HERTS HOSPITAL. HOUSE SURGEON (pre-registration ). 

Applications, mentioning 2 names for reference, should be sent 
to the Hospital Secretary at once. 

Hemet HEMPSTEAD, HERTFORDSHIRE. west 
HERTS HOSPITAL. CASUALTY OFFICER (Junior Hospital 
Medical Officer). Post vacant Ist February, 1955. 

Applications, mentioning 2 names for reference, should be 
sent to the Hospital Secretary. 
HITCHIN, HERTFORDSHIRE. NORTH HERTS HOS- 
PITAL. Applications are invited for the post of HOUSE SUR- 
GEON in the Department of Obstetrics and Gynecology (42 
obstetric and 20 gynecological beds), vacant Ist January, 1955, 

and tenable for 6 months. Recognised for the D.Obst.R.C.0.G. 

Applications, stating age, qualifications, and experience, 

sather with copies of 3 recent testimonials, to Medical 
Administrator, Lister Hospital, Hitchin, as soon as possible. 
HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE SURGEON 
which is now vacant. 6-monthly term; counts towards the 
D.C.H. qualification. Salary according to national scale. 
Replies, with testimonials, to be sent to the Hospital Secretary. 


IPSWICH BOROUGH GENERAL HOSPITAL, Heath- 
road, IPSWICH. (273 Beds.) Applications are invited for 2 posts 
of HOUSE PHYSICIAN (pre-registration posts), vacant 10th 
and 17th January, 1955. 

Applications, giving details of qualifications, age, nationality, 

&c., together with copies of 2 recent testimonials, to the Hospital 
Sec retary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of SENIOR 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment, vacant on Ist January, 1955. The post is graded Senior 
House Officer and is recognised for the F.R.C.S. examinations. 
The Department has 2 Consultants, about 60 beds and a large 
outpatient attendance ; it offers wide experience. 

Applications, stating age, nationality and experience, together 
with copies of recent testimonials, to Hospital Secretary. 





ISLEWORTH. WEST MIDDLESEX HOSPITAL. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 
(whole-time) required in Department of Physical Medicine. 
Department is a large one and includes unit with 10 beds under 
Physician in Physical Medicine. Candidates should have good 
experierice in general medicine. Department recognised for 
Diploma of Physical Medicine. Hospital may be visited by 
direct appointment. ? 

Application forms obtainable from, and returnable to, Group 
Secretary, South West Middlesex Hospital Management Com- 
mittee. West Middlesex Hospital, Isleworth, by 29th December, 
1954. 

ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 

WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTER. Pre- 

registration HOUSE OFFICERS (2) required for Maternity 
nit. 

Applications, stating age, nationality, qualifications obtained, 
with copies of up to 2 recent testimonials, to Group Secretary, 
West Middlesex Hospital, Isleworth, by 21st December, 1954. 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL. (112 Beds.) HOUSE SURGEON required at the above 
Hospital. Post vacant Ist January, 1955. Salary £425-£525, 
according to experience. 

Applications, with the names of 3 referees, to the Hospital 
Secretary. 

LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. SENIOR REGISTRAR in 
Ophthalmology re quired. Post vacant mid-January, 1955. 

Applications, giving details of age, qualifications, previous 
posts with dates, and the names of 3 referees, should be sent to 
the Sub-Dean, School of Medicine, Leeds, 2, not later than 
24th December, 1954. 
LEEDS REGIONAL HOSPITAL BOARD. Medical Act, 
1950. RESIDENT HOUSE OFFICER posts. Recognised 
pre-registration House posts will be available for the 6 months 
commencing Ist February, 1955, in the following hospitals 
approved under the Medical Act, 1950. 

City Hospital, York (178 Beds) 

1 General Surgical. 

1 Surgical (general surgery and gynecology ). 
Both recognised for F.R.C. 
County Hospital, York (222 Beds) 
Medical. 
Surgical (ophthalmology ). 
Hull Royal Infirmary (Sutton) (218 Beds) 


—— 





2 General Surgical (recognised for F.R.C. 
Western General Hospital, Hull (: 543, Beds) 
1 Medical. 
1 Surgical (general surgery and radictherapy ). 
1 Surgical (gyneecology ). 
Westwood Hospital, Beverley (202 Beds) 
1 General Surgical. 
1 Surgical (orthopaedic). Recognised for F.R.C.S. 
East Riding Hospital, Driffield (249 Beds) 
1 Medical (general medical, pediatric ), 
1 Surgical (ge ne ral surgery, gynecology, E.N.T.). Recognised 
for F.R.C. 
Clayton Hospital, Wakefield (200 Beds) 
1 Surgical (general surgery, gynecology). Recognised for 
‘RCS. 
General Hospital, Wakefield (158 Beds) 
1 Midwifery. 
Pinderfields Hospital, Wakefield (663 Beds) 
1 General Surkical. 
Staincliffe General, Dewsbury (314 Beds) 
1 Medical (ge neral medical, dermatology). Vacant Ist 
March, 1955. 
1 Medical (general medical, paediatric). 
Huddersfield Royal Infirmary (304 Beds) 
1 Medical (general medical, pediatric). 
1 Medical. Vacant Ist March, 1955. 
1 Surgic al {general surgery, orthopedic). Recognised for 
F.R.C 
Royal Halitax Infirmary (301 Beds) 
1 Midwifery (recognised by R.C.O.G.). 
1 General Surgical (recognised for F.R.C. 
i General Hospital (425 Be ds) 
1 ical. 
1 Medical (peediatric ). 
2 General Surgical (recognised for F.R.C.S.). 
Bradford Royal Infirmary (507 Beds) 
1 General Surgical. Vacant 19th March, 1955. 
1 General Surgical (recognised for F.R.C.S.). 
St. Luke’s Hospital, Bradford (828 Beds) 
2 Medical. 
1 Medical (general medical and dermatology ). 
2 General Surgical. 
1 Surgical (orthopeedic, casualty). 
All surgical posts recognised for F.R.C.S. 
Keighley Victoria Hospital (144 Beds) 
1 Medical (general medicine, pediatric, de i Li , 
1 Surgical ene ne ral surgery, gynecology, E.N.T.). Recognised 
for F.R.¢ 
St. James’ s hieapitet, Leeds (1539 Beds) 
1 Medical (geriatric). 


Harrogate General Hospital (249 Beds) 

2 Medical. 

Candidates should express, where applicable, their preference 
for medical, surgical or midwifery posts within the same hospital 
ey? the application form. 

Candidates wishing to apply for posts at more than 1 hospital 
should complete a separate form in respect of each hospital. 

Application forms can be obtained from the Senior Adminis- 
trative Medical Officer, Leeds Regional Hospital Board, Park- 
parade, Harrogate, or from the Dean, School of Medicine, 
Thoresby-place, Leeds, 2, and should be returned to either of 
the above-named as soon as possible. Application may be 
made in advance of results of final examination. 
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LEEDS, 9. ST. JAMES’S HOSPITAL. 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners (Male and Female) for 
the appointment of SENIOR HOUSE OFFICER (orthopedics ). 
The appointment will be for a period of 1 year and the salary 
will be in accordance with the agreed terms and conditions 
of service of hospital medical and dental staffs—namely, £745 
p.a., With an appropriate deduction in respect of board, lodgings, 
and other services provided. 

Applications, stating age, qualifications, 
together with the names of 2 referees, to be 
undersigned as soon as possible a 

J. FOLKARD, Secretary to the 

Administrative Offices, St. James’s Hospital, 

LANCHESTER, CO. DURHAM. 


Leeds A Group 


experience, &c., 
forwarded to the 


Committee. 
Leeds, 9. 


MAIDEN LAW HOS- 


PITAL. NORTH WEST DURHAM HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the resident post of 
SENIOR HOUSE OFFICER at the above Hospital. Appoint- 


ment for 6 months in the first instance with prospect of renewal. 
The Hospital has 72 Beds for the treatment of pulmonary 
tuberculosis by all modern methods. Salary at the rate of 
£745 p.a., less a charge of £150 p.a. for board and lodging. 

Applications, stating age, qualifications, experience, with 
copies of recent testimonials, should be forwarded to the Group 
Secretary, Shotley Bridge General Hospital, Shotley Bridge, 
Consett, Co. Durham. . 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP 
(no. 14). HOUSE SURGEON (obstetrics and gynecology), 
pre-registration post. Post vacant 5th January, 1955. Recog- 
nised for D.Obst.R.C.0.G. 

Apply as soon as possible to the Hospital Secretary. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP. 
RESIDENT HOUSE SURGEON (general surgery). Post 
vacant on 29th December, 1954. Recognised for pre-registration. 
and F.R.C.S. Post provides excellent experience. Good accom- 
modation available. 

Apply Hospital Secretary. 

LINCOLN. COUNTY HOSPITAL. (200 Beds. Recognised 
for training in Gynecology for M.R.C.0O.G.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RE SIDENT REGIs- 
TRAR (obstetrics and gynecology) required. Duties mainly 
in gynecology. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. by 20th December, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
LLANELLY HOSPITAL, Lianelly. 
MANAGEMENT COMMITTEE. 


Glantawe Hospital 
Applications are invited from regis- 
tered medical practitioners for the non-resident appointment 
of SENIOR HOUSE OFFICER in the Casualty Department 
of the above Hospital. 

Full particulars, stating age, experience and 

together with the names of 2 referees, should be sent to the 
Hospital Secretary, Llanelly Hospital, Lilanelly, Carms. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. Applications are invited for the post of SENIOR HOUSE 
OFFICER for Aecident Service including duties in the Hand 
Infection Unit, vacant Ist January, 1955, and tenable for 1 
year. Post recognised for F.R.C.S. 

Applications, stating age, nationality, qualifications 
experience, together with copies of 3 recent testimonials, 
sent to the Secretary by 20th December, 1954 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE, Applications are invited for the post of ORTHOPACDIC 
HOUSE SURGEON ineluding duties in the Accident Service, 
vacant Ist January, 1955, and tenable for 6 months. Recognised 
as pre-registration post and for F.R.C.S, 

Applications, stating age, nationality, qualifications and experi- 

ence, together with copies of 3 recent testimonials, to be sent 
to the Secretary by 20th December, 1954. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. Applications are invited for the post of GYNA®&CO- 
LOGICAL HOUSE SURGEON, vacant Ist January, 1955, and 
tenable for 6 months. Recognised as pre-registration post and 
includes some obstetrical duties. 

Applications, stating age, nationality, qualifications 
experience, together with copies of 3 recent testimonials, 
sent to the Secretary by 20th December, 1954. 

LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 


qualifications, 


and 


to be 


and 
to be 


sHirne. Applications are invited for 2 posts of HOUSE SUR- 
GEON, vacant Ist January and 9th January, 1955, and tenable 
for 6 months. Recognised as pre-registration posts and for 
F.R.C.S. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Secretary by 20th December, 1954 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bed- 


FORDSHIRE. (250 Beds.) NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Whole-time MEDICAL REGISTRAR (resi- 
dent) required at the above Hospital. Post vacant Ist February, 
1955. Hospital may be visited by direct appointment. 
Application forms obtainable from, and returnable to, Secre- 
tary, Luton and Hitchin Group Hospital Management Committee, 
St. Mary’s Hospital, Luton, Beds., by 30th December, 1954. 


LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a post of REGISTRAR in Ortho- 
peedic Surgery from Ist January, 1955 (or as soon thereafter as 
possible) to 31st December, 1955. Reappointment for a second 
year will be considered without need for further application. 
The duties of the post will in the first instance be at the Royal 
Southern Hospital. 

Apply by 23rd December, 1954, on form obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 
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LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
ST. PAUL’S EYE HOSPITAL. Applications are invited for a post of 
SENIOR HOUSE OF FICER in Ophthalmology for the period 
to 30th September, 1955. 

Apply as soon as possible on form obtainable from the Secre- 

tary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 
LIVERPOOL, 6. NEWSHAM GENERAL HOSPITAL. 
Applications are invited from registered medical practitioners 
for the appointment of SENIOR HOUSE OFFICER (dermato- 
logy), resident or non-resident. The Dermatological Depart- 
ment has an outpatient clinic dealing with approximately 
50,000 attendances annually, and 170 beds are available for 
inpatient treatment. The successful candidate may be required 
to devote a proportion of his time to medical wards. Salary 
will be £745 p.a. subject to a deduction of £130 p.a. if the candi- 
date appointed is resident. 

Applications should be made to the 
at the Hospital as soon as possible. 
LIVERPOOL, 15. SEFTON GENERAL HOSPITAL. 
(995 Beds, 116 Cots.) SOUTH LIVERPOOL HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following resident 
appointments which will become vacant at the above-named 
Hospital on Ist March, 1955, and will be for a period of 6 months. 
These a are opmsors d as pre-registration posts. 

6 HOUSE PHYSICIANS (general). 

2 HOUSE PHY SIC IANS (psychiatric) 

2 HOUSE SURGEONS (general). 

2 HOUSE SURGEONS (obstetric). 

1 HOUSE PHYSICIAN (tropical). 

The terms and conditions of service will be in accordance 
the regulations of the Ministry of Health. 

Application forms may be obtained from the undersigned to 
whom they should be returned not later than Friday 3lst 
December, 1954. 

GARNET CHAPLIN, Secretary to the Committee. 
LYMINGTON HOSPITAL, Lymington, Hampshire. (95 
Beds.) RESIDENT SENIOR HOU Si OFFIC ER (medical) 
required immediately. 

Applications, with copies of testimonials, should be submitted 
as soon as possible, to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


MANCHESTER REGIONAL HOSPITAL BOARD. Roch- 
DALE AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
REGISTRAR in Chest Diseases required for work in Sanatoria 


Physician-Superintendent 





with 


and new chest clinic. Post includes some duties in the Mass 
Miniature Radiography Unit. 
Apply at once to Group Secretary, Central Offices, Birch 


Hill Hospital, Rochdale, Lanes. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of REGISTRAR in Thoracic Surgery, 
to the Blackpool and Fylde Group of hospitals, with main duties 
at Victoria Hospital, Bleckpool. 
Applications, together with copies of 
should be sent to the Group Secretary, 
Hospital Management Committee, 


2 recent testimonials, 
Blackpool and Fylde 
Victoria Hospital, Blackpool. 
MANCHESTE? REGIONAL HOSPITAL BOARD invite 
applications for the post of REGISTRAR in Anesthetics, which 
may be either resident or non-resident. The main duties will be 
with the Stockport and Buxton Hospital Management Committee 
with some duties in the Macc lenfield and District Hospital 
Management ¢ omumittee Group. The post is recognised for the 


D.A. and F.F.A.R.C. 
Applications, chaiiaies age, experience and qualifications, 
together with the names of 2 referees, to be forwarded to the 


undersigned, immediately. H. G. PRICE, 

59B, Shaw-heath, Stockport, Cheshire. 
MANCHESTER REGIONAL HOSPITAL BOARD. Bury 
AND ROSSENDALE HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited for the post of REGISTRAR in Obstetrics 
and Gyneecology at Fairfield General Hospital. The post is 
resident and a house is available in the Hospital grounds. 

Apply, stating age, qualifications, experience, and names of 2 
referees, to H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 
MANCHESTER REGIONAL HOSPITAL BOARD. Bury 
AND ROSSENDALE HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited for the post of REGISTRAR in Orthopedics, 
based at Bury General Hospital. 

Apply, stating age, qualifications, experience 
referees, to H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 
MANCHESTER REGIONAL HOSPITAL BOARD. 2 
Whole-time NON-RES TRAINEE DIAGNOSTIC 


Group Secretary. 


, and names of 2 


SIDENT 
RADIOLOGISTS at a salary of £745 p.a., commencing on Ist 
March, 1955, for period of 2 years, at hospitals in Manchester 
and Salford. Facilities will be granted for attendance at the 
University course of instruction for the D.M.R.(D.) which the 
successful applicants must be prepared to take. Particulars of 


the course may be obtained from the Postgraduate Dean, 
Medical School, University of Manchester. 
Applicants must fulfil the requirements of the Examining 


Board in England, 8-11, Queen-square, London, W.C.1 
D.M.R.(D.) and must submit written evidence to 
with their applications, which should state age, 
qualifications and previous experience, 
copies of 2 recent testimonials, to the Senior Administrative 
Medical Officer to the Board, Cheetwood-road, Manchester, 8, 
not later than 30th December, 1954. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT REGISTRAR in the 
Board’s Non-tuberculous Thoracic Surgery Unit of 58 Beds at 
Park Hospital, Davyhulme. 1 year appointment, renewable. 
Post now vacant. 

Application forms from Secretary, 
Urmston. 


, for the 
that effect 
nationality, 
and be forwarded, with 


Park Hospital, Davyhulme, 
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MANCHESTER REGIONAL HOSPITAL BOARD. Sal- 
FORD HOSPITAL MANAGEMENT COMMITTEE. Applications invited 
for RESIDENT SURGICAL OFFICER (Registrar grade), Hope 
Hospital, vacant Ist January, 1955. Previous experience in 
surgery essential. Diploma of F.R.C.S. desirable. 

Applications to Group Secretary, Salford Royal Hospital, 

Salford, 3, by 18th December, 1954. 
MANCHESTER REGIONAL HOSPITAL BOARD. 
REGISTRAR in Anesthetics to the Bolton and District Group 
of hospitals, with main duties at Bolton Royal Infirmary and 
Bolton District Gene +? Hospital. Now vacant, recognised for 
the 'D.A. and F.F.A.R. 

Applications, een age, nationality, qualifications, experi- 
ence, and the names of 2 referees, should be sent immediately 
to Group Secretary, Bolton and District Hospital Management 
Committee, The Royal Infirmary, Bolton. 2c 


MANCHESTER, 8. SPRINGFIELD HOSPITAL. Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
at this mental hospital of over 750 Beds. The Hospital is closely 
associated with the Department of Psychiatry of the University 
of Manchester and is approved for the D.P.M. England and 
R.M.P.A. The admission-rate is substantial and a wide range of 
clinical material is available. Most forms of modern treatment 
are used. There are associated outpatient clinics. Accommoda- 
tion is available for a single person, for which the appropriate 
deduction will be made. Permission to live out may be granted 
in certain circumstances. 
Applications, giving the names of 2 referees to be sent to the 
Medical Superintendent as soon as possible. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for SENIOR HOUSE OFFICER post. Salary £745 p.a., less 
£155 p.a. for residential emoluments. 
Application forms may be obtained from the undersigned. 
H. R. Nortu, General Superintendent. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
REGISTRAR to the Department of Diagnostic Radiology, to 
commence as soon as possible. Whole-time non-resident appoint- 
ment for 12 months, renewable. Applicants must possess the 
D.M.R.D. or its equivalent. Arrangements may eventually be 
made for the successful candidate to transfer to 1 of the 
Manchester Regional Hospitals to continue training. 
Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 3lst December, 1954. 
F. J. CABLE, Secretary to the Board of Governors. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS. Applications are invited for the post 
of RESIDENT CLINICAL PATHOLOGIST (Senior House 
Officer grade). Candidates must have held house appointments 
but previous laboratory experience is not essential. The duties 
will consist of routine work in the Department of Clinical 
Pathology, mainly at the Saint Mary’s Hospitals, but the holder 
of the post will also spend some time in the Manchester Royal 
Infirmary. The appointment is for 12 months at a salary of 
£745 p.a., less £155 p.a. for residence, &c. 

Application to be made on forms obtainable from the under- 
signed, and to be returned not later than 20th December, 1954. 

A. R. Wisk, General Superintendent. 

Saint Mary’s Hospitals, Whitworth Park, Manchester, 13. 
MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. (General 
Hospital—433 Beds.) 

2 HOUSE OFFICERS (general surgery), pre-registration. 
Recognised for F.R.C.S. examination. Posts vacant 25th and 
28th January, 1955. 

1 HOUSE OFFICER (general medicine), pre-registration. 
Post vacant 18th January, 1955. 

Forms from Secretary, Park Hospital, Davyhulme. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the following House Officer appointments, each 
for a period of 6 months, ee vacant in January, 1955. 

{ HOUSE PHYSICIAN 

4 HOUSE SURGEONS. 

1 HOUSE OFFICER (obstetrics). 

The Hospital is participating in the teaching of students in 
the Surgical and Obstetrical Departments and the posts are 
recognised by the Royal Colleges as pre-registration appointments 
under the Medical Act, 1950. National salary scale conditions. 

Applications, stating age, qualifications, appointment(s) held, 

and the names of 2 referees, to be forwarded to the Adminis- 
trative Officer at the Hospital immediately. 
MAIDENHEAD HOSPITAL, St. Luke’s-road, Maiden- 
HEAD, BERKS. Applications invited for post of HOUSE 
SURGEON, vacant 29th January. Preference given to persons 
seeking pre-registration post. 

Applications, stating age, nationality and qualifications with 
names of 3 referees, to Hospital Secretary. 

MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the apocnenen: of RECEIVING 
ROOM OFFICER. Post vacant January, 1955. Salary £745 
a year with a deduction of £150 a year for residential e moluments. 

Applications to the Administrative Officer at the Hospital as 

soon as possible. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE, 
Applications are invited for the pre-registration post of 
HOUSE SURGEON.  6-month appointment. Post vacant 
January, 1955. Salary at the rate of £425, £475 to £525 
according to experience. A deduction at the rate of £125 a year 






is made in respect of board and lodging and other services 
provided. 
Applications should be forwarded as soon as possible to the 
Administrative Officer at the Hospital. 





MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTER. 
Applications are invited for the appointment of SENIOR 
HOUSE SURGEON. Post recognisable for the F.R.C.S. (Eng.). 
Salary £745 a year, with deduction of £150 a year for residential 
emoluments. 

Applications to the Administrative Officer at the Hospital as 
soon as possible. 
MEDWAY AND GRAVESEND HOSPITAL MANAGE- 
MENT COMMITTEE. ALL SAINTS’ HOSPITAL, CHATHAM, and S8T. 
BARTHOLOMEW’S HOSPITAL, ROCHESTER. Applications are invited 
for the resident or non-resident post of SENIOR HOUSE 
OFFICER in Anesthetics (recognised for the F.F.A.R.C.8.), 
vacant on 22nd December and tenable for 1 year. 6 months at 
each Hospital. Salary £745 p.a. 

Applications, giving full particulars, to be addressed to Group 
Secretary, 20, Star-hill, Rochester, Kent. 
NEATH GENERAL HOSPITAL, Neath. Group Pathology 
LABORATORY. MID-GLAMORGAN HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER (pathology). This Hospital has a modern and 
particularly well-equipped Laboratory under the control of a 
whole-time Consultant Pathologist and the Hospital is recognised 
for the major Diplomas. 

Applications, naming 2 referees, to be addressed to the 

Group Secretary of the Committee, 8, Wind-street, Neath. 


NEWCASTLE GENERAL HOSPITAL. Newcastle upon 
TYNE HOSPITAL MANAGEMENT COMMITTEE. The resident post of 
SENIOR HOUSE OFFICER (general medicine) becomes vacant 
at the beginning of January, 1955, and is tenable for 12 months. 
The post offers opportunities for gaining clinical experience in 
inpatient and outpatient work, including a diabetic clinic, 
under the direction of the Head of the Department. 
Applications should be addressed to the Secretary, New- 
castle General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
together with 1 copy of 2 recent testimonials as soon as possible. 


NEWCASTLE UPON TYNE HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from registered 
medical practitioners for the post which falls vacant on Ist 
February, 1955, of SENIOR HOUSE OFFICER (preferably 
resident) at the Newcastle Eye Hospital (31 Beds) and the Eye 
Unit at Walker Clinical Annexe (21 Beds). The Hospital is 
recognised for the Diploma of Ophthalmology. Previous experi- 
ence in ophthalmology will be an advantage. Salary in accord- 
ance with the terms and conditions of service of hospital medical 
and dental staffs. 

Applications, with the names of 3 referees, should be sent to 

the Hospital Secretary, Eye Hospital, St. Mary’s Place, New- 
castle upon Tyne, as soon as possible. 
NORTH GLOUCESTERSHIRE CLINICAL AREA. ‘The 
BOARD OF GOVERNORS OF THE UNITED BRISTOL HOSPITALS AND 
THE SOUTH-WESTERN REGIONAL HOSPITAL BOARD. Applications 
are invited by the above Boards from registered medical practi- 
tioners for the joint appointment of REGISTRAR in General 
Surgery. The appointment will be held for 1 year in the first 
instance, and be renewable for a further year. The successful 
candidate will be appointed to work for the first year mainly 
at the Gloucestershire Royal Hospital, Gloucester, but may be 
required to undertake sessions in other hospitals in the area 
as circumstances require. Accommodation, suitable for a married 
man, will be available. 

Applications, stating date of birth, qualifications and experi- 
ence together with the names and addresses of 2 referees, should 
sent to the Secretary of the Regional Hospital Board, 
27, Tyndalls Park-road, Bristol, 8, not later than 31st December, 
1954. 

NORTH SHIELDS, NORTHUMBERLAND. PRESTON 
HOSPITAL. Pre-registration appointment of HOUSE SURGEON 
available for 6 months from January, 1955. 

Applications to Group Secretary as soon as possible. 
NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
Required, SENIOR HOUSE OFFICER and HOUSE SURGEON 
for the above Hospital. Duties to commence immediately. 
Salaries and conditions of service in accordance with Ministry 
regulations. 

Applications, stating age, qualifications and experience, 
together wit testimonials, to be sent as soon as possible to— 

HENRY M. STANLEY, Group Secretary. 

General Hospital, Nottingham. 

NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds. 
Recognised for the D.C.H.) Applications are invited for the 
post of RESIDENT HOUSE SURGEON (pre-registration) 
which falls vacant at the end of January. The post is tenable 
for 6 months. 

Applications, with copies of 2 testimonials. should be sent to 
the Secretary, Nottingham Children’s Hospital, Chestnut-grove, 
Nottingham. F ” 
NOTTINGHAM GENERAL HOSPITAL. Resident 
HOUSE PHYSICIAN required, Male or Female (open to 
pre-registration candidates), at the above Hospital, duties to 
commence about 11th December next. Salary and conditions of 
service in accordance with published regulations, The appoint- 
ment is for a term of 6 months. 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post 
of SENIOR ORTHOPZDIC AND FRACTURE HOUSE 
OFFICER (locum tenens considered). The post offers excep- 
tional experience in traumatic surgery. Duties to commence 
about 9th December, 1954. Salary and conditions of service in 
accordance with Ministry regulations. If resident £150 deducted 
for emoluments. : 

Applications, stating age, qualifications and experience, 
together with copies of testimonials to be sent to— 

HENRY M. STANLEY, Group Secretary. 
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NOTTINGHAM GENERAL HOSPITAL. Resident House 
SURGEON (pre-registration first or second post) required for 
20th December, for 6 months. Recognised for F.R.C.S 

Applications, stating age, qualifications and experience, to 
be sent to H. M. STANLEY, Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners (Male or 
Female—locum tenens considered) for the post of RESIDENT 
SENIOR ANASTHETIC HOUSE OFFICER. Duties to 
commence about 23rd December, 1954. Terms and conditions of 
service in accordance with published regulations of the Ministry 
of Health, £150 deducted for residential emoluments. 

Applications, stating age, qualifications and 
together with copies of testimonials, to be sent to— 

TENRY M. STANLEY. Group Secretary. 
ORPINGTON HOSPITAL. Casualty Officer (Senior 
House Officer grade), preferably resident, required as from Ist 
January, 1955, for above General Hospital of 813 Beds. Post 
recognised for F.R.C.S. 

Applications, with usual details, to Physician-Superintendent. 
OXFORD. UNIVERSITY OF OXFORD. UNITED 
OXFORD HOSPITALS. Applications are invited for the post of 
SENIOR REGISTRAR in Obstetrics and Gynecology to the 
United Oxford Hospitals. Applicants should hold the M.R.C.O.G. 
The post will be for 1 year in the first instance and eligible, 
subject to satisfactory service, for extension annually up to 4 
years. 

Applications on forms obtainable from Secretary, 
Committee, 43, Banbury-road, Oxford, 
3ist December. 
PETERBOROUGH. 


experience, 


Registrars 
should reach him by 


THE MEMORIAL HOSPITAL. 
PETERBOROUGH AND STAMFORD HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the position of HOUSE 
SURGEON which will be vacant on 18th January, 1955. 

Applications, with testimonials, should be addressed te the 
Secretary, Memorial Hospital, Peterborough. 
PETERBOROUGH. THE MEMORIAL HOSPITAL 
AND OBSTETRIC ANNEXES. PETERBOROUGH AND STAMFORD 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE SURGEON 
(obstetrics and gynecology). Applications are invited for this 
position. There are 54 obstetric beds and a busy Gyneecological 
Department. The Unit consists of a Consultant, Registrar and 
2 House Surgeons. House Surgeon posts are recognised for 
D.Obst.R.C.0.G. Vacant 28th January, 1955. 

Apply Secretary, Memorial Hospital, Peterborough. 
PORTSMOUTH GROUP HOSPITAL MANAGEMEN: 
COMMITTEE, 

1. Queen Alexandra Hospital, 
cological beds) 

(a) Applications are invited for the 
LOGICAL HOUSE SURGEON, vacant Ist January, 1955. Post 
recognised for M.R.C.O.G. Not a pre-registration post. At the 
end of 6 months successful candidate would be offered post at 
St. Mary’s Hospital, Portsmouth (50 obstetric, 40 gynecological 
beds) which is recognised for M.R.C.O.G. and D.Obst.R.C.0.G, 
4 HOUSE SURGEON, vacant 2nd February (126 surzical 
eds ). 

2. Queen Alexandra Hospital and Royal Portsmouth 
Hospital 

ANASTHETIST (Senior House 

for the F.F.A.R.C.S. Vacant now. 
3. Royal Portsmouth Hospital 

HOUSE OFFICER for Peediatric and Medical beds (total 30). 

Vacant 16th January, 1955. 
4. St. Mary's Hospital 

HOUSE PHYSICIAN (pre-registration 
February (74 medical beds). 

HOUSE SURGEON posts (pre-registration), 
January, 3lst January, 9th February (107 surgical beds). 

Applications, stating age, experience, and qualifications, 
together with names of 2 referees, should be forwarded as soon 
as possible te L. C. RoGERs. 

35, Grove-road South, Southsea. 

PLYMOUTH CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the 
joint appointment of SENIOR REGISTRAR in General 
Medicine. The appointment will be held for 1 year in the first 
instance but may be renewed thereafter on an annual basis. 
The successful candidate will be appointed to work for the 
first year mainly at the Plymouth, South Devon and East 
Cornwall Hospital, Plymouth, and to visit other hospitals in the 
Clinical Area as may be determined by the Regional Board 
from time to time. 

Applications, stating date of birth, qualifications and experi- 
ence together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 
27, Tyndalls Park-road, Bristol, 8, not later than 31st December, 


1954. 


PLYMOUTH CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the 
joint appointment of REGISTRAR in Orthopeedic and Trau- 
matic Surgery. The post is recognised for the F.R.C.S 
England. This post becomes vacant on Ist March, 1955. 
The appointment will be held for 1 year in the first instance 
and be renewable for a further year. The successful candidate 
will be appointed to work for the first year mainly at Mount 
Gold Orthopeedic Hospital and the Traumatic Centre at the 
General Hospitals, Plymouth. 

Applications, stating date of birth, qualifications and experi- 
ence ogether with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 
27, Tyndalls Park-road, Bristol, 8, not later than 3lst December, 


1954. 


Portsmouth (50 gyne- 


post of GYNALCO- 


Officer grade). Recognised 


post), vacant 4th 


vacant 26th 
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PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
GENERAL HOSPITAL GROUP. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, PLYMOUTH. 

SENIOR HOUSE OFFICER in Surgery, vacant 4th February, 
1955, at the Devonport Branch, a Surgical Unit (72 Beds). 
Recognised for the F.R.C.S 

PADIATRIC HOUSE PHY SICIAN, 

1955. Recognised for the D.C.H. 

HOUSE SURGEON in Obstetrics and Gynecology, vacant 
16th January, 1955. Recognised for the Membership of the 
Royal College of Obstetricians and Gynecologists. 

Applic ations, stating age, nationality, qualifications, 
experience, W ith names of 3 referees, to be sent to— 

ARTHUR R. CasH, Group Secretary. 
7. Nelson-gardens, Stoke, Plymouth. 
PENZANCE. WEST CORNWALL HOSPITAL. West 
CORNWALL HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of HOUSE SURGEON to commence duty 
Ist February, 1955. Recognised as pre-registration appointment. 

Applications to the Hospital Secretary. _ 

READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of a 
JUNIOR HOSPITAL MEDICAL OFFICER in the Area 
Department of Diseases of the Chest, for duty in the Reading 
Chest Clinic. Starting salary within the scale will be fixed by 
agreement with Ministry of Health, according to qualifications 
and experience. 

Applications, stating age and qualifications, together with 
names of 3 referees, should be sent to the Group Secretary at 3, 
Craven-road, Reading, not later than 31st December. bes 
READING. ROYAL BERKSHIRE HOSPITAL. (403 
Beds.) Applications are invited from registered medical practi- 
tioners (Male or Female) for the appointment of SENIOR 
RESIDENT ANAESTHETIST, vacant Ist wes 1955, for a 
period of 1 year. Post recognised for F.F.: C.S. Salary 
£745 p.a., less £125 board-residence. 

Write, ‘stating age, qualifications with dates, nationality and 
present post, with copy of 1 recent testimonial, to the Sec retary. 


vacant Ist January, 


and 


ROCHDALE. BIRCH HILL HOSPITAL. Rochdale and 
DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the positions (2) of HOUSE OFFICER (obstetrics 
and gyneecology), vacant January. Pre-registration candidates 
eligible for 1 of the posts, both of which are of 6 months duration. 
Recognised for D.Obst.R.C.0.G. 

Apply to Group Secretary, Central Offices, Birch Hill Hospital, 
Rochdale, at once. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. Appli- 
cations are invited from medical prac titioners of either sex for 
the appointment of RESIDENT HOUSE OFFICER to the 
Obstetric and Gynecological Department. The Hospital has 70 
maternity beds, a gyneecological ward of 25 beds and a premature 
baby unit of 8 cots. Post vacant 19th January, 1955, and is 
recognised for the D.Obst.R.C.0.G. 


Applications, &c., to be sent to ~ undersigned by 18th 


December, 1954. C. FIELD, Sec retary. 
ROMFORD, ESSEX. oLocnuRGH HOSPITAL. (722 
Beds.) SE NIOR HOUSE OFFICER (resident) required from 


Ist January, 1955, for duties in the Casualty and Admissions 
Department. This is a large general hospital with specialised 
departments dealing with all types cf acute medical and surgical 


cases. The post affords good opportunity for gaining tuition and 
experie nce. 
Applications should be addressed to Group Secretary, 


Romford Group Hospital Management Committee, 
Hospital, Romford, as soon as possible. 
ROMFORD. RUSH GREEN HOSPITAL. (301 Beds.) 
RESIDENT HOUSE SURGEON (Male or Female) required 
from 20th January, 1955, in the Obstetric and Gynecological 
Unit comprising 35 gynecological and € maternity beds. The 
post, which is recognised for pre-registration purposes, also 
entails certain relief duties on the medical side. 

Applications should be forwarded to Medical Superintendent 
as soon as possible. ——_— ants may see the Hospital by arrange- 
ment (Telephone : Romford 7711 


ROMFORD, ESSEX. VICTORIA HOSPITAL. 
RESIDENT HOUSE PHYSICIAN 
January, 1955 
poses. ) 

Applications should be forwarded to the Secretary, Romford 

Group Hospital Management Committee, Oldchure h Hospital, 
Romford, as early as possible. oy - 
RHYMNEY AND SIRHOWY VALLEYS HOSPITAL 
MANAGEMENT COMMITTEE. HOUSE SURGEON required from 
Ist February, 1955, at each of the following hospitals. Pre- 
registration if suitable candidate available. 

Caerphilly (6 miles from Cardiff), 144 beds for general surgery, 
orthopedics, E.N.T., ophthalmology and gynecology ; 26 beds 
for general medicine. Busy Outpatients, Radiology and 
Pathology Departments. 

Tredegar (20 miles from Newport, Mon, and 24 from Teaching 
Hospital at Cardiff ; 6 miles from the Vale of Usk). Surgical 
Unit of 50 Beds with also 6 orthopedic beds under aay super- 
vision of Consultant Surgeons and visiting supervision of 
Orthopeedic Surgeon. Busy Outpatients Casualty and Radiology 
Departments. Married quarters available. 

Salary £425-£525 according to experience, less appropriate 
deduction for married quarters (if required). 

Apply, with full particulars, to Group Secretary, Hospital 

Management Committee, St. Martins-road, Caerphilly, by 
lst January. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
HOUSE OF FICER (casualty) required, 1 of 2, for busy Casualty 
Department. Experience provided in orthopedic and plastic 
cases. 

Applications, stating age and qualifications, with names of 2 
referees, to Hospital Secretary. 


Oldchurch 


(99 Beds.) 
(Male) required from 6th 
(Post not approved for pre-registration pur- 
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SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Applications invited from general practitioners for Honorary 
CLINICAL ASSISTANT posts in the specialties of general 
surgery, plastic surgery, gynecology and obstetrics, paediatrics, 
ophthalmology. 

Applications, stating age, qualifications, with dates and 
nationality, with copies of recent testimonials or names of 2 
referees, to Hospital Secretary, by 31st December. 


SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Orthopedics. DUNDEE ROYAL INFIRMARY. Appli- 
cations are invited for the post of SENIOR REGISTRAR in 
Orthopeedics at Dundee Royal Infirmary, a general teaching 
hospital of 510 Beds associated with the University of St. 
Andrews. Higher surgical qualification and previous experience 
in orthopedics essential. 

Further particulars and forms of application from the 

Secretary to the Board, ‘“‘ Braeknowe,” 430, Blackness-road, 
Dundee, with whom applications must be lodged not later than 
28th December, 1954. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment of 
REGISTRAR in Medicine at the Eastern General Hospitai, 
Edinburgh. The post is subject to the terms and conditions 
of the National Health Service. 

Applications, giving particulars of age, qualifications and 

previous experience, together with the names of 2 referees, should 
be submitted to the Secretary, South-Eastern Regional Hospital 
Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, by 
3ist December, 1954. 
SHEFFIELD, 6. MIDDLEWOOD HOSPITAL. (2000 
Beds.) SHEFFIELD NO. 2 HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from Male or Female officers for the 
appointment of JUNIOR HOSPITAL MEDICAL OFFICER 
or SENIOR HOUSE OFFICER at Middlewood Mental Hospital. 
Living quarters and residential services are available for single 
officers and a small! furnished flatlet for a married couple with 
no children. There are good facilities for postgraduate study for 
the D.P.M. and there is full collaboratior with the general 
hospital situate in the same grounds. Excellent laboratory and 
other special departments. Extensive Psychiatric Outpatient 
Service. 

Applications, stating age, qualifications and experience, 
together with names and addresses of 2 referees, should be for- 
warded immediately to the Medical Superintendent. 


SHEFFIELD NATIONAL CENTRE FOR RADIO- 
THERAPY. SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
NON-RESIDENT REGISTRAR (radiotherapy) required. Post 
becomes vacant on Ist March, 1955. Candidates should be 
in possession of Part I of D.M.R.(T.). The post offers excellent 
opportunities for research and great experience would be gained. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 20th December, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


SHEFFIELD REGIONAL HOSPITAL BOARD. “Whole- 
time NON-RESIDENT SENIOR MEDICAL REGISTRAR for 
the Leicester Royal Infirmary. Appointment for 1 year in the 
first instance, reviewable annually. It has been agreed between 
the Sheffield Regional Hospital Board and the Board of Governors 
of the United Sheffield Hospitals that, subject to satisfactory 
work and progress, the tenure of the appointment will be divided 
between the Leicester Royal Infirmary and 1 of the Teaching 
Hospitals. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 20th December, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR in Chest 
Diseases for the Nottingham Chest Service. Duties include 
sessions at the Chest Centre and associated Sanatorium beds, 
the Mass Radiography Centre and the Thoracic Surgical Unit at 
Nottingham City Hospital. Appointment for 1 year in first 
instance, reviewable annually. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 20th December. 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR ORTHOPAEDIC REGIS- 
TRAR for Harlow Wood Orthopedic Hospital, near Mansfield 
(338 Beds), and associated clinics. Possession of a higher 
qualification desirable. Appointment for 1 year in first instance, 
reviewable annually. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 27th December, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates. naming 3 referees. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY UNIT. Applications are invited for the 
non-resident post of SENIOR HOUSE OFFICER in General 
Medicine at the above Hospital. Post vacant 15th March, 1955. 

Applications, stating age, qualifications and experience, with 
the names of 3 referees, sheuid be sent immediately to the 
Superintendent, Royal Infirmary, Sheffield, 6._ 
SOUTHPORT GENERAL INFIRMARY. 
Recognised for pre-registration. ) 

HOUSE SURGEON (general surgery and ophthalmology). 

Recognised for F.R.C.S. 

HOUSE PHYSICIAN. 

Posts are resident and become vacant late January or early 
February, 1955. 

Apply to— T. Crook, Group Secretary 

8 Southport and District Hospital Management Committee. 

Promenade Hospital, Southport. 





(195 Beds. 





SOUTHAMPTON CHEST HOSPITAL. (261 Beds.) 
SENIOR HOUSE OFFICER required mid-December, to be 
responsible for Infectious Diseases Unit (56 Beds). The duties 
are such as to suit a candidate reading for higher examinations. 
The unit is sited at a Hospital possessing up-to-date Tuberculosis 
and Thotacic Surgical Units, whilst the Southampton Group of 
hospitals as a whole affords excellent opportunities for study and 
experience in all branches of medicine. 

Applications, together with copies of recent testimonials, 
should be forwarded as soon as possible to the Group Secretary, 
Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. 

SOUTHAMPTON EYE HOSPITAL. (32 Beds. Recog- 
nised for the D.O.M.S.) RESIDENT SENIOR HOUSE 
OFFICER required immediate ly. Salary £745 p.a. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) CASUALTY OFFICER/SENIOR HOUSE 
OFFICER (orthopedic). Required for the above Hospital 
(Orthopedic Unit 74 Beds) in January. This Hospital is the 
centre to which all trauma from a large industrial town and 
port is directed, thus providing excellent experience in the 
treatment of traumatic conditions. 

Applications, with copies of testimonials, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for 2 appointments as 
Whole-time REGISTRAR in Psychiatry to fill vacancies in 
the approved trainee establishment at Oakwood Hospital, 
Maidstone, Kent. Previous experience in general medicine is 
desirable. The appointment will be in accordance with the terms 
and conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 28th December, 1954. 


SOUTHEND GENERAL HOSPITAL. Applications are 
invited for the post of RESIDENT GYNASCOLOGICAL 
HOUSE. SURGEON, vacant 3lst January, 1955. Post recog- 
nised for M.R.C 0.G. 

Applications, &c., to reach the undersigned not later than 
16th December. C,. FIELD, Secretary. 
SHREWSBURY GROUP HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON for general surgical duties 
(pre-registration post). Vacant 10th January, 1955. 

Applications, with copy testimonials, to Group Secretary, 
Royal Salop Infirmary, Shrewsbury. saat 
SHREWSBURY. ROYAL SALOP INFIRMARY. (241 
Beds.) SENIOR HOUSE OFFICER (casualty), resident or 
non-resident. Duties from 9 A.M. to 6 P.M. daily, except Saturday 
which will be 9 A.M.-1 P.M. Applic rx toquived to do 1 week- 
end duty in 3. Post recognised for F.R.C.S. 

Applications, with copy Colieaniie to Group Secretary, 

Royal Salop Infirmary, Shrewsbury. 
SALISBURY GROUP HOSPITAL MANAGEMENT 
COMMITTEE. PLASTIC AND ORAL SURGERY CENTRE, ODSTOCK 
HOSPITAL, SALISBURY. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. * Applications are invited for the whole-time 
appointment of PLASTIC SURGICAL REGISTRAR. Post 
provides wide experience of all aspects of plastic surgery, 
including treatment of burns in a special Burns Unit, and 
opportunities for research. Some previous experience in general 
surgery essential. 

Application forms obtainable from Group Secretary, Odstock 

Hospital, Salisbury, should be returned within 14 days of the 
appearance of this advertisement. 
ST. ALBANS (near). SHENLEY HOSPITAL. Applica- 
tions are invited for the post of PSYCHIATRIC REGISTRAR 
(resident or non-resident), for 1 year in the first instance, at 
Shenley Hospital (2284 Beds. 16 miles from London). Oppor- 
tunity for werk with neurotic and psychotic patients. Full 
facilities for training. The Hospital may be visited by appoint- 
ment. 

Application forms obtainable from, and returnable to, 
Secretary, Gpenley Hospital, near St. Albans, Herts, by 23rd 
December, 1954 abet nis eset 
ST. HELENS “HOSPITAL. (196 Beds.) Applications are 
invited for the appointment of CASUALTY OFFICER, in 
the Senior House Officer grade, at the above Hospital. The post 
is recognised for the examinations for the F.R.C.S. 

Applications, stating age, qualifications and experience, and 
| 2 names for reference, should be forwarded immediately 

to— N. RICHARDS, Secretary, 
St. Helens and District Hospital Management Committee. 

Group Office, Whiston Hospital, Prescot, Lancs. po nl 
SWANSEA. MORRISTON HOSPITAL. (507 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the resident 
appointment of SENIOR HOUSE OFFICER in the Casualty 
Department, with duties in the Orthopedic Department. 

Applications, stating age, qualifications and experience, 
should be addressed to the Medical Superintendent, Morriston 
Hospital, Swansea. + maori 
SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Registered medical practitioners are 
invited to apply for the non-resident appointment of AN ACS- 
THETIST (Senior House Officer grade), at Swansea Hospital. 
The Hospital is recognised under D.A. regulations. 

Applications, stating age, qualifications, and experience, 
should be addressed to the Group Secretary, Glantawe Hospital 
Management Committee, St. Helen’s-road, Swansea. 
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SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. SWINDON HOSPITAL GROUP. (526 Beds.) Applica- 
tions are invited for the posts of 2 RESIDENT HOUSE SUR- 
GEONS for General Surgical Unit (80 Beds). Posts recognised 
for F.R.C.S. and training under Pre-registration Internship 
regulations, and are vacant on llth and 23rd January. 1955. 
Married accommodation available. 

Full details, together with copies of 3 recent testimonials, to 

Secretary, 7, Okus-road, Swindon, Wilts. 
SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEER. ST. MARGARET’S HOSPITAL, STRATTON. Applications 
are invited for the post of SENIOR HOUSE OFFICER (peadi- 
atrics). Post recognised for D.C.H., permits time for postgradu- 
ate study and falls vacant 8th January, 1955. 

Applications, with copies of 2 recent testimonials, should be 
sent to Secretary, Swindon and District Hospital Management 
Committee, 7, Okus-road, Swindon, by 18th December, 1954. 
SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. SWINDON HOSPITALS. (520 Beds). Applications are 
invited for the posts of 2 RESIDENT HOUSE PHYSICIANS 
in acute Medical Unit of 64 Beds at St. Margaret’s Hospital. 
Posts recognised for training under Pre-registration Internship 
regulations, and are vacant on 7th and 25th January, 1955. 

Full details, together with copies of 3 recent testimonials, to 
Secretary, 7, Okus-road, Swindon, Wilts., as soon as possible. 
STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. (175 Beds—-32 Recovery Unit.) HOUSE SURGEON 
(Male or Female). Post or pre-registration candidates consi- 
dered. Post vacant 26th January. 

Applications, giving full particulars and copies of 3 recent 
testimonials, to the Group Secretary, Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. 

STOCKPORT INFIRMARY. (163 Beds.) Applications 
are invited for the following posts, which are approved for 
pre-re sgistration Purposes — 

H¢ YFFICER (general surgery and ophthalmology). 
Ma d Sor ‘ae F.R.C.S. and D.O.M.S Vacant 10th 
January, 1955, 

HOUSE OFFICE R (general surgery and E.N.T.) tecog- 
nised for the F.R.C.S. and D.L.O. Vacant 17th January, 1955. 

HOUSE OFF IC KE R_ (gene al surgery and gynecology). 
Recognised for the F.R.C.S. Vacant 19th January, 1955. 

Applications, stating age, qualifications and experience, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, 59B, Shaw-heath, Stockport, Cheshire. 

TAUNTON HOSPITAL one leateay pte ted COMMITTEE. 
TAUNTON AND SOMERSET HOSPI Applications are invited 
for SENIOR HOUSE OFFICE I “aiativatanery ), vacant from Ist 
January, 1955. Not recognised for pre-registration candidates. 

Applications, stating age, nationality and qualifications, 
together with the names of 2 refere should be forwarded 
immediately to reach the Group Secretary, Taunton and 
Somerset Hospital, Musgrove Park Branch, Taunton, Somerset. 
WARRINGTON GENERAL HOSPITAL. (368 Beds.) 
Applications are invited from persons experienced in anesthetics 
for the post of RESTDENT AN ASTHETIST (Male or Female ) 
graded as Senior House Officer. The re is recognised for 
the D.A. examination. Salary is £745 p.a., less a deduction of 
£130 p.a. for residential emoluments. 

Applications, stating qualifications and experience should be 
sent to H. L. Boor, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. 

WARRINGTON INFIRMARY. Applications are invited 
from qualified practitioners for the vacancy of RESIDENT 
AN -ESTHETIST (Senior House Officer grade), Male or Female, 
at the Warrington Intirmary. The Infirmary is recognised for the 
D.A. examination. Scale of salary £745 p.a., less £130 p.a. for 
residential emoluments. 
Applications to 
H. L. Boor, Group Secretary 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington, Lanes. 

WARWICK HOSPITAL. (350 Beds.) Senior House 
OFFICER (anesthetics) for duties mainly at the above Hospital. 
The post is vacant, recognised for D.A. and application sent for 
recognition for F.F.A.R.C.S 

Applications, with names and addresses of 3 referees, to be 
sent to Group Secretary, 50, Holly-walk, Leamington Spa. 
WARWICK GENERAL HOSPITAL. (350 Beds.) House 
SURGEON, pre-registration or registered candidates may 
apply. Resident with possibility of accommodation being 
available for married officer. Vacant end of January, 1955. 
Good experience in general surgery. 

Applications, with 2 testimonials, to be forwarded to Medical 

Superintendent. 
WARWICK (near). CENTRAL MENTAL HOSPITAL. 
SENIOR HOUSE OFFICER required in this Mental Hospital 
of 1400 Beds with Neurosis Unit, 4 adult and 2 child psychiatry 
clinies recognised for the D.P.M. Departments of Electro- 
encephalography, Occupational Therapy, Psychology and social 
work. A modern house is available. 

Applications, together with the names and addresses of 3 

referees, to the Medical Superintendent. 
WORCESTER (near). POWICK HOSPITAL. Appli- 
cations are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER (resident or non-resident). The post offers 
experience in all branches of psychiatry, including all forms of 
modern treatment and outpatient clinics. The Hospital has a 
high admission-rate, is recognised for the D.P.M., and has 
associated Child Guidance Clinics and a Mental Deficiency 
Institute similarly recognised. Arrangements are made for 
Medical Officers to attend at the Birmingham Medical School 
for instruction in neurology. 

Applicatiens, with full details, and the names of 2 referees, to 

be forwarded to the Medical Superintendent. 
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WAKEFIELD. STANLEY ROYD HOSPITAL. Applica- 
tions are invited for Locum Tenens ASSISTANT PSYCHIA- 
TRIST in the Junior Hospital Medical Officer grade. Salary 
at the rate of £17 10s. a week. Accommodation can be provided 
for single man at a charge of £155 p.a. 

Address written applications, giving full particulars of 
experience, personal details and 2 names and addresses for 
reference, to W. BOWRING, Group Secretary. 

Victoria Chambers, Wood-street, Wakefield. 

WATFORD. SHRODELLS HOSPITAL. (400 Beds.) 
Applications are invited for the post of onl gg PHYSICIAN 
(pre- or post-registration). Post vacant early January. 

Applicetions, with ccpies of 2 testimonials, should reach the 
Medical Officer-in-charge as soon as possible. 

WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR (obstetrics and gynecology), Maelor General 
and War Memorial Hospital, Wrexham (60 Beds), and Trevalyn 
Maternity Hospital, Rossett, near Wrexham (45 Beds). Resident. 

REGISTRAR in Infectious Diseases. Based City Isolation 
Hospital, Cardiff (219 Beds). To serve Cardiff Hospital Manage- 
ment Committee. Resident /Non-resident. 

SENIOR REGISTRAR in Opithalmology, Glantawe Hos- 
pital Management Committee. Based at Swansea Hospital 
(405 Beds). Hospital recognised for F.R.C.S. and D.O. 

Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 


WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
HOUSE SURGEON (pre-registration post), vacant 1l4th 
December, 1954 So ‘ 

Applications to Secretary, Wigan and Leigh Hospital Manage- 
ment Committee, Knowsley House, Wigan-lane, Wigan. 
WINDYGATES, FIFESHIRE. CAMERON 1.D. HOS- 
PITAL. RESIDENT HOUSE PHYSICIAN required for 6 months 
as from Ist February, 11855. The post is recognised for Pre- 
registration Service Hospital consists of 100 infectious 
diseases beds. inc fading 12 2 for treatment of tuberculous menin- 
gitis, and 30 chronic sick beds, Salary in accordance with national 
scale. 

Apply, with copies of 2 recent testimonials, to the Medical 
Superintendent, East Fie Hospitals Board of Management, 
243a, High-street, Kirkcaldy. 

WOLVERHAMPTON GROUP. 
The Royal Hospital, Wolverhampton (An Associated 
Hospital of the University of Birmingham Medical School) 

HOUSE sees te CER (Ear, Throat, and Nose Department), 

vacant ne 

HOUSE OFFICER (casualty), vacant now. 

3 HOUSE OFFICERS (general surgery), 

January. 

Applications, with copies of 3 recent testimonials, to be sent 
to Group Secretary, The Royal Hospital, Wolverhampton, 
YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTER. 

East _Riding General Hospital, Driffield, Yorkshire 


“ds 
SE nion Ol 'SE PHYSICIAN, vacant Ist January, 1955. 
Salary £745. 

Detailed applications, with references, to Group Secretary 

Westwood Hospital, Beverley. Yorkshire. 
B.W.l. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. Applications are invited for the post of REGIS- 
TRAR or SENIOR REGISTRAR in the Department of Surgery 
at the above-named Teaching Hospital which is in spec ial 
relationship with the University of London. Applicants should 
possess a higher qualification in surgery. The successful candi- 
date will be required to assume duties as soon as possible after 
Ist March, 1955. The appointment will be for 1 year in the 
first instance, subject to renewal. Salary is payable within the 
scale £800—£100—£1000/£1100 €100. £1400 p.a., depending on 
experience and qualifications. Single accommodation and board 
or a limited number of unfurnished flats for unmarried or 
married Officers, are provided at a deduction of £125 p.a. or 
5% of salary, respectively. Return first-class passage by sea will 
be paid for 1 person only. 

Further information may be obtained from the Hospital 
Manager and Secretary, University College Hospital, Mona P.O., 
Jamaica, B. « to whom applications stating age, nationality 
and details of qualifications and experience, together with 3 
recent testimonials or the names and addresses of 3 referees, 
should be sent by Ist af Bice 
BALTIMORE, MARYL U.S.A. FRANKLIN 
SQUARE HOSPITAL. ROT TING INTERNSHIPS available. 
Fully approved. Council on Medical Education, American 
Medicai Association. 

Applications to Franklin Square Hospital, 


Md., U.S.A. 


NEW YORK. ALBANY HOSPITAL, Albany, New York, 
u.s.A. INTERNSHIPS and RESIDENCIES available in 700- 
Bed genera', private Albany Hospital, directly connected with 
Albany Medical College. Approved for all major specialties. 
Participating in exchange-visitor programme. Salary range 
$1320-$2220 annually in addition to laundry, uniforms and 
room. All appointments begin Ist July, 1955. 
For further ‘nformation apply to Medical Director. 


NEW YORK. ALBANY HOSPITAL, Albany, New York, 
U.S.A. PSYCUIATRY RESIDENCIES available in 700-Bed, 
university-teaching, general hospital, with 60-Bed acute treat- 
ment Psychiatric Unit fully approved for 3 years training. 
Experience includes dynamically-oriented psychotherapy with 
children and adults, shock therapies and neurologic training. 
Salary range $1620—$4000 annually plus laundry, uniforms and 
room. 
Address inquiries to Medical Director. 


vacant early 


Baltimore 23, 








yh 


zr 
su 


Ps 








al 
n 


nh 


S- 


Y. 
th 
re 
S- 
hs 
re- 
us 
in- 
ial 


cal 
nt, 


ted 
ol) 
it), 


rly 


ent 


1E- 
ire 
95 5. 
Ary, 


HE 
iiS- 
rery 
‘cial 
yuld 
ndi- 
fter 
the 
the 

on 
oard 
i or 
.. or 
. will 


pital 
P.O., 

ality 
th 3 
rees, 


LIN 
able. 
rican 


23, 


fork, 
700- 
with 
sities. 
range 
and 


York, 
-Bed, 
treat- 
ining. 

with 
ining. 
is and 





THE LANCET] 


THE LANCET GEN 


ERAL ADVERTISER 





[Dec. 11, 1954 





NEW YORK. ALBANY HOSPITAL, Albany, New York, 
8.A. NEUROLOGY RESIDENCIES available in 700-Red 
iniversity-teaching, general hospital. Salary range $1620- 
$2220 annually, plus laundry, uniforms and room. 

Address inquiries to Medical Director. 

CANADA. UNIVERSITY HOSPITAL, UNIVERSITY OF 
SASKATCHEWAN, SASKATOON, SASKATCHEWAN. 3 RESIDENTS 





n Psychiatry required Ist July, 1955. 43-Bed Psyc hiatric Unit | 
n new 500-Bed University Hospital. Complete Outpatient | 
Service. Salary up to $3600 per year, depending on experience 


us maintenance. No provision for families. 


This Residency is 
vart of the Province of Saskatchewan 


3-year Residency pro- 


zramme approved by the Royal College of Physicians and 
Surgeons (¢ eS and under the direction of the Professor of 
Psychiatry, Dr. G. McKerracher. 


Address Boner s to the Medical Director, University Hospital, 
Saskatoon, Saskatchewan. 


Public Appointments 


ROYAL ARMY MEDICAL CORPS. For new conditions 
and terms of service see page 37. 
BARBADOS GENERAL HOSPITAL. A Medical Officer 
s required at the General Hospital, Barbados. Duties are 
general and those ordinarily performed in a large acute general 
hospital of 336 beds, including medicine, surgery, obstetrics, 
theatre and ward work, anesthetics, casualty, outpatients and 
other departmental duties as may be directed. Candidates 
must possess qualifications registrable in the United Kingdom. 
Appointment will be on agreement for 3 years. Salary scale is 
$3600— $4800 (£750—-£1000) a year, starting salary depending 
ipon candidate’s age and experience. A temporary cost-of- 
living allowance of $156 (£32 10s.) p.a. is also payable. Free 
furnished quarters are prov idee. Free passages to Barbados 
are provided for the Officer, wife and children on first appoint- 
ment and back to the United Kingdom on the satisfactory 
completjon of the agreement, subject to a total maximum cost 
of 31440 (£300) each way. Income-iax at local rates. Social 
ind recreational amenities are good, Climate is healthy for 
Kuropeans. Educational facilities are available. 

Application forms can be obtained from the ‘virector of 
Recruitment, Colonial Office, Sanctuary Buildings, Great Smith- 














street, London, 8.W.1 (quoting reference No, BCD,117/28/02). 
BIRMINGHAM. CITY OF BIRMINGHAM EDUCA- 
rION COMMITTEE. Applications are invited from registered 


medical practitioners (Men or Women) for appointment as 


SCHOOL MEDICAL OFFICER in the School Healt), Service. 
The possession of a D.P.H. or D.C.H. will be an aid vantage. 


Salary in accordance with Whitley Council scale of £#50-€50 
{1300 p.a, Appointment is subiect to the apy iate super- 
innuation act and to the passing of a medical examination. 
Forms of application obtainable from the undersigned (stamped 
addressed envelope) must be returned not later than 3rd 











January, 1955. C anvassing disqualifies, 

E SSELL, Chief E duc ation Officer. 

Queen’s College Seentneici “SBA, Pasnaiee -street, 
Birmingham, 1. 

BLACKPOOL. COUNTY BOROUGH OF BLACKPOOL. 
PUBLIC HEALTH DEPARTMENT. Appointment of ASSISTANT 
MEDICAL OFFICER (maternity and child welfare), Female. 
Applications are invited for the above appointment from 
yMalified medical Women. Salary £950 p.a.—£50 annually to 
£1300 p.a. 

Full particulars of the appointment and forms of application 
may be obtained from the Medical Officer of Health, Municipal 
Health Centre, Whitegate-drive, Blackpool. 

TREVOR T. JONES, Town Clerk. 
BUCKINGHAMSHIRE. COUNTY OF BUCKS. Applica- 
tions are invited from registered medical practitioners holding 
the qualifications prescribed by the Sanitary Officers (Outside 
London) Regulations, 1935 and 1951, for the whole-time joint 
appointment of ASSISTANT COUNTY MEDICAL OFFICER 
AND DEPUTY MEDICAL OFFICER OF HEALTH for the 
Borough of Buckingham, the Bletchley, Linslade and Newport 
Pagnell Urban Districts, and the Buckingham, Newport Pagnell 
ind Wing Rural Districts. Salary within the scale of £996-£1334 
p.a. Travelling and subsistence allowances will be paid on the 
ippropriate Council's scale. The appointment is superannuable. 

Further particulars and forms of application may be obtained 
from the undersigned, to whom applications must be delivered 
by 8th January, 1955 

Guy R. Croucn, Clerk of the Bucks ( ‘ounty Council. 
County Hall, Aylesbury, December, 1954. 
QOLO COAST LOCAL CIVIL SERVICE. Entomologists 
required in the Department of Tsetse Control, Gold Coast. 
Duties will be to investigate various aspects of the bionomics 
and ecology of tsetse flies in relation to man and animals, and 
to supervise control measures under the direction of the Director 
of Tsetse Control. The selected officers may be required on 
vecasions to live under field conditions in remote places. Candi- 
dates should have an honours degree in zoology and have had 
training in entomology. Appointments are to the Gold Coast 
Civil Service on short-term contracts of 2 tours of 18-24 months 
in the first instance with gratuity on ‘satisfactory completion 
of service. Consolidated salary is on the scale £990—-£1950 a 
vear—starting-salary determined according to qualifications 
and expe rience. Gratuity would be at the rate of £25 (whilst 
salary is less than £1000 a year) and £37 10s. (whilst salary 
is over £1000 a year) for eac +h completed 3 months of resident 
service. Quarters are provided at rental of £60—£150 a year 
according to salary. Income-tax at local rates. Free passages 
provided for Officer, wife, and up to 3 children under 13 years 
of age. Annual local leave is permissible and generous home 
leave is granted after each tour. 

Application forms from Director of Recruitment, Colonial 

Office, Sanctuary ge Great Smith-street London, 8.W. 

(quoting reference No. BCD.77/13/01). 





GOVERNMENT OF JAMAICA. Assistant Bacterio- 
LOGISTS required in Jamaica to carry out and supervise 
bacteriologic al procedures in the Bacteriologic al Laboratory or 
elsewhere in the Government Medical Service, to undertake 
forensic investigations if required, to assist in training tech- 
nicians, medical officers, and medical students of the University 
Ccllege, and to perform such other duties as the Director of 
Medical Services may direct. Appointments on short-term 
contract for 1 tour of 3 years in the first instance with gratuity 
on satisfactory completion of service. Salary £1500 a year. 
Temporary additional allowance payable at present at rate of 
£32 10s. a year. Gratuity would be payable at the rate of 
£27 10s. for each completed 3 months of service. Quarters not 
provided but house allowance of £100 a year payable. Free 
return passages provided for Officer, wife, and children not 
exceeding 5 persons in all. Income-tax at local rates. Local 
leave permissible and home leave on full pay is granted after 
tour. Climate is healthy for Europeans. Educational facilities 
are available. Candidates must possess medical qualifications 
registrable in the United Kingdom and a Diploma in Bacteriology 
or a Diploma in Public Health with experience in bacteriology. 
Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith- street, London, 8.W.1 
(quoting reference No. BCD.117/32/08 
FACTORY DOCTORS. Sr Acts, 1937 and 1948. 
The following appointment as Appointed Fectory Doctor is 
vacant. Apply to ¢ m8 Inspector of Factories, 8, St. James’s- 


square, London, =. 

Latest date for receipt 
County of applications 
ESSEX 2 IST JANUARY, 1955 
HER MAJESTY’S OVERSEA CIVIL SERVICE. Medical 
BRANCH, SARAWAK. MEDICAL OFFICER required to take 
charge of new Mental Hospital, Sarawak, and to train nurses 
and dressers in mental work. Candidates must possess medical 
qualifications registrable in United Kingdom and have had 
some experience of mental hospital work. Appointment on 
permanent basis with pension (non-contributory) at age of 55, 
or on short-term contract with gratuity, assessed at the rate of 
£37 10s. for each completed period of 3 months, payable on 
completion of satisfactory service Candidates in the National 
Health Service may leave but retain their superannuation rights 
(up to 6 years) and receive a gratuity of 20% of the aggregate 
of their salary at the end of their engageme nt . Basic salary scale 
ranges from $630—8$1080 a month, i.e. 882-—£1512 a year (1 
Sarawak dollar equals 2s, 4d.), Starting- ‘point in this scale deter- 
mined according to age, qualifications and e xperience. Pensionable 
expatriation pay, £210 a year on salaries up to £1344 a year, 
and £245 a year on salaries above £1344 a year, is payable and 
also a cost-of-living allowance varying according to the Officer’s 
salary and family circumstances. Partially furnished quarters 
provided at low rental. Free passages provided in both directions 
for Officer, wife. and up to 3 children under 18 years of age. 
Income-tax at local rates. Tour of service from 30 to 36 months. 
Local leave permitted and generous home leave is granted. 
Private practice not allowed but consultation is permitted. 

Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith- street, London, 8.W.1 
(quoting reference No. BCD.117/24/¢ 
KENYA. MEDICAL papa rank. Aepuernoes are 
invited for appointment as Honusemen at the King George VI 
Hospital, Nairebi Appointment will be on agreement for 1 
year in the capac ‘ity of a HOUSE PHYSICIAN and HOUSE 
SURGEON. Officers should be under the age of 30 and single. 
These posts are recognised for pre-registration treining by the 
University of London and certain other Licensing Bodies but 
candidates should confirm from their Licensing Bodies that 
these posts are acceptable to them for the purposes of the 
Medical Act, 1950. Salary £300 a year for the first 6 months 
and £350 a year for the second 6 months. In addition, a cost- 
of-living allowance of 35% of salary and a messing allowance of 
£144 a year is payable. Income-tax at local rates. Furnished 
quarters including linen, cutlery and glassware together with 
light, fuel and water are provided free of charge. Free passages 
are provided on appointment and on satisfactory completion 
of internship. 18 days local leave a year is granted. If the 
selected candidate applies for and obtains appointment to the 
Medical Branch of Her Majesty’s Oversea Civil Service in 
Kenya at the expiration of his internship, previous service as 
Resident Medical Officer will count for leave but he will be 
required to serve the usual probationary period. The period 
of internship will not count for seniority. Ample opportunities 
for clinical experience with systematic teaching and a large 
measure of personal responsibility under specialist guidance are 
afforded. 

Candidates should 
Director of Recruitment, 
Great Smith-street, London, 
CDE. 117/7/63) 


KINGSTON UPON HULL. CITY AND COUNTY OF! 
KINGSTON UPON HULL. Applications are invited from dul 
qualified medical prac titioners for the appointment of DEPUTY 
MEDICAL OFFICER OF HEALTH for the City, to be held 
in conjunction with the appointments of DEPUTY PRINCIPAL 
CHOOL MEDICAL OFFICER, DEPUTY MEDICAL 
OFFIC ER OF HEALTH (at Hull) to the Hull and Goole peas 
Health Authority and MEDICAL INSPECTOR OF ALIEN 
under that Authority. Applicants should be holders of 4 


District 
DAGENHAM NORTH 








apply for forms of application to the 
Colonial Office, Sanctuary Buildings, 
S.W.1 (quoting reference No. 


Diploma in Public Health and the possession of additional 
degrees, diplomas or academic distinctions will be cons sidered 
an advantage. Salary scale £1466 13s. 4d. p.a., rising by 2 


annual increments of £100 and 1 of £50 to a maximum of 

£1716 13s. 4d. p.a., plus “* essential user ’’ car allowance. 
Particulars of the appointment and forms of application ma 

be obtained from the Medical Officer of Health, Guildhall, 


Kingston upon Hull, to whom completed application forms must 
be returned not later than 3rd January, 


1955. 
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KINGSTON UPON HULL. CITY AND COUNTY OF SWINDON. BOROUGH OF SWINDON. Appointment 
KINGSTON UPON HULL. (Maternity and Child Welfare.) Appli- | of DFPUTY MEDICAL OFFICER OF HEALTH AND 
cations are invited from duly qualified medical practitioners SCHOOL MEDICAL OFFICER. Applications are invited 
for the appointment of SENIOR MEDICAL OFFICER in from duly qualified medical practitioners holding a Diploma 


connection with the Corporation’s Maternity and Child Welfare 
Services. Applicants should be holders of a Diploma in Public 
Health and the possession of additional degrees, diplomas or 
academic distinctions will be considered an advantage. Salary 
£1250 p.a., rising by annual increments of £50 to a maximum 
of £1650 p.a., plus “‘ essential user ”’ car allowance. 
Particulars of the appointment and forms of application may 
be obtained from the Medical Officer of Health, Guildhall, 
Kingston upon Hull, to whom the completed application forms 


must be returned not later than 3rd January, 1955. 
NATIONAL COAL BOARD. Applications are “invited 
from registered medical practitioners for the post of DIVI- 


SIONAL MEDICAL OFFICER in the Durham Division of the 
National Coal Board. The salary range will be £1700—€2300 p.a. 
and the commencing salary assessed according to qualifications 
and experience. The possession of additional qualifications and 
previous experience in the Coalmining Industry will be con- 
sidered an advantage. 
Applications, stating age, qualifications, details of past experi- 
ence, and full particulars of present post, with the names of 3 
referees, should be addressed to the Secretary, Durham Divi- 
sional Coal Board, “ D” Floor, Milburn House, Newcastle 
upon Tyne, 1, not later than 14 days from the publication of 
this advertisement. 

LANCASHIRE COUNTY COUNCIL. Registered medical 
practitioners required for appointment of ASSISTANT DIVI- 
SIONAL MEDICAL OFFICERS in areas adjacent to Blackburn, 
Leigh, Nelson and Ulverston. Possession of D.P.H. desirable. 
Salary £950-£1300 p.a. Travelling and subsistence allowances 
where applicable. 

Application forms and further particulars from County Medical 
Officer of Health, East Cliff County Offices, Preston. 

LONDON COUNTY COUNCIL. Applications are invited 
from registered medical practitioners for appointment as Whole- 
time MEDICAL OFFICER in the Public Health Department. 
Salary £950-£50-£1300 a year. Commencing salary dependent 
on local government service. No emoluments. Duties are 
primarily connected with child health. It will be an advantage 
if the candidate is experienced in maternity and child welfare 
work and the School Health Service and has the Diploma in 
Public Health. 

Applic ation forms from the Medical Officer of Health (PH/DTI), 
bby ounty Hall, London, 8.E.1, returnable by 3lst December 
{ 6). 
NORFOLK COUNTY COUNCIL. Applications are 
invited from registered medical practitioners holding the Diploma 
in Public Health for the appointment of DEPUTY COU 
MEDICAL OFFICER. Candidates must have had previous 
administrative experience of the Public Health and School 
Health Services. Salary scale £1533 6s. 8d.-£100(2)-€50(1)- 
£1783 6s. 8d. with travelling and subsistence expenses in accord- 
ance with the County Council’s scales. 

Application forms, together with further particulars of the 
appointment, can be obtained from the County Medical Officer, 
29, Thorpe-road, Norwich, to whom applications should be 
returned not later than 31st Dec vember, 1954. 


SWANSEA. COUNTY BOROUGH OF SWANSEA. 
Appointment of ASSISTANT MEDICAL OFFICER (Female). 
Applications are invited from duly qualified medical pract itioners 
for the post of Assistant Medical Officer. Applicants must 
have had postgraduate resident hospital experience and should 
be under 45 years of age unless already holding a similar super- 
annuable appointment. Salary £950-£50-£1300 p.a. 

Application forms may be obtained from the Medical Officer 
of Uealth, Public Health Department, The Guildhall, Swansea, 
to whom they should be returned not later than Saturday. 
i8th December, 1954. Canvassing, either directly or indirectly. 
is a disqualification. T. B. BowEn, Town Clerk. 

The Guildhall, Swansea, November, 1954. 

WEST BROMWICH. COUNTY BOROUGH OF WEST 
BROMWICH. MEDICAL OFFICER OF HEALTH, CHIEF 
WELFARE OFFICER AND PRINCIPAL SCHOOL MEDICAL 
OFFICER. The Council invite applications for the above post 
from gentlemen who hold the qualifications in accordance with 
the Local Government Act, 1933, and the regulations made 
thereunder. The salary will be £1650 p.a., rising by annual 
increments of £50 to £1900 p.a. The Council have adopted the 
conditions of service agreed by the Medical Council of the Whitley 
Councils for the Health Services. 

Full particulars and form of application may be obtained from 
the undersigned, and applications must reach me not later than 
3rd January, 1955. Envelopes should be endorsed ‘“ Medical 
Officer of Health.”’ 


Town Hall, West Bromwich. J. M. Day, Town Clerk. 


THE MEDICAL SERVICE OF THE ROYAL NAVY 
VACANCIES FOR MEDICAL OFFICERS 

Candidates are invited for Short Service Commissions of 
4 years, on termination of which a gratuity of £600 (tax 
free) is payable. Ample opportunity is granted for transfer 
to Permanent Commissions on completion of 1 year’s total 
service. Officers so transferred are paid instead a grant 
of £1500 (taxable). 

All entrants are required to be British subjects whose 
parents are British subjects, to be medically fit, and to 
pass an interview. 

Full particulars from the Admiralty Medical Depart- 


ment, agen Anne’s Mansions, St. James’s Park, London, 
8.W.1 





in Public Health or similar qualification, for the appointment 
of Deputy to the Medical Officer of Health and Principal 
Borough School Medical Officer, who is also Area Medical 
Officer under the Wiltshire County Council. The present salary 
is at the rate of £1075 15s. 2d. p.a. rising by 4 increments of 
£54 10s. 11d. to a maximum of £1293 18s. 10d. p.a. 
Applications, together with the names of 3 persons to whom 
reference may be made, must be submitted to the Town Clerk, 
Civic Offices, Swindon, by 10th January, 1955. Further particu- 
lars will be supplied on request. 


WESTMINSTER CITY COUNCIL AND HOLBORN 
BOROUGH COUNCIL. Joint appointment of PRINCIPAL ASSIS- 
TANT MEDICAL OFFICER OF HEALTH (permanent 
superannuable post). Salary £1250-£50-—£1400 p.a. Applicants 
to be registered medical practitioners and to hold a registered 
Public Health qualification ; age not to exceed 45 years. The 
person appointed will act as Principal Assistant Medical Officer 
of Health for the 2 Boroughs. His services will be allocated in 
the proportion of three- fourths to Westminster and one-fourth 
to Holborn. 

Further particulars from, and applications (marked “‘ Principal 
Assistant Medical Officer of Health ” ) stating age, war service, 
qualifications, present and past appointments. with copies of 3 
recent testimonials. to, the Town Clerk, Westminster City Hall, 
Charing Cross-road, W.C.2, by 21st December, 1954. 


Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies. 


Applications are invited from qualified practitioners in 
physica] medicine, peediatrics, and psychology, to serve on the 
medical selection panel to examine and interview applicants for 
schools and training centres operated by the National Spastics 
Society. The panel will hold its meetings in London at Keats 
House, Guy’s Hospital, S.E.1, and normal professional fees will 
be paid on a sessional basis.—Applications should be addressed 
to the Secretary, Medical Advisory Committee, NATIONAL 
SPASTICS SOCIETY, 44, Stratford-road, London, W.8. 








Kuwait Oil Company Limited invites applications for the 
post of Medical Officer to act as Pathologist in the Company’s 
——- in Kuwait, where the laboratory is well equipped and 
facilities are good. In addition to qualifications registrable in 
U.K., candidates must have had 
laboratory for at least 2 years. Some previous tropical service 
desirable. Age under 40. Generous salary and allowances, 
pension scheme and kit allowance.—Write for application form, 
giving brief details and quoting K.1774 to Box D/86, c/o 191, 
Gresham House, E.C.2. 


The Weilcome Foundation Limited invites applications 
for an appointment on its medical staff. The duties of the 
person appointed would be mainly concerned with the clinical 
testing of new products and their pharmacological study in 
man. Applicants should have experience of clinical research, a 
background of pharmacology, and a working knowledge of 
statistical methods.—Applications, giving full personal particu- 
lars, including qualifications and experience, should be sent to 
the Secretary, The Wellcome Foundation Ltd., 183/193, Euston- 
road, London, N.W.1. thee. A 
A Partnership is available with an income of approxi- 
mately £4000 p.a. in a private Pathological Laboratory in South 
Africa with hospital appointments. Applicants must be 
registrable as Sper ialist Pathologists in the Union.—Apply to: 
Address, No. , THE LANCET Office, 7, Adam-street, Adelphi, 
London, Wor, : b ia AD des pee ee oe els tae 
Ex-Serviceman (former Lt.-Colonel), M.R.C.P., aged 34, 
qualified 2 years and employed throughout at own London 
Teaching Hospital, wishes to settle in chosen work of country 
practitioner at conclusion of present obstetrics house job. 
Available next spring. Family associations Dorset and the 
—— but this implies no undue restriction.— Address, No. 989, 
THE Lancet Office, 7, Adam-street, Adelphi, London, W.C.2. 


Consulting-rooms, full and part time, and Houses in the 
medical area.—ELtcoop & Co., 1, Bentinck-street, W.1 
(WELbeck 8974). i r 
Suitable for Residence and Practice. New Cavendish- 
street, W.1. Modern Maisonette to be let unfurnished. Light 
spacious rooms. On ground and _first-floors.—Further details 
from ALLIANCE PROPERTY Co., LTp., 12, Carlos-place, W.1 
(GROsvenor 3968). _ ae k 2 ae 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 

Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE, LTD., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 

Free from Boric Acid Taylor’s Cimolite Dusting Powder 
is ideal for the most delicate infant or adult. 1s. 1ld. per tin. 
Obtainable from Savory & Moore, Bond-street, and JOHN 
BELL & CROYDEN, Wigmore-street, London, W.1. ‘ 
Microscopes. Highest prices paid for good modern types. 
Send or bring your equipment for valuation.— WALLACE HEATON 
Lrtp., 127, New Bond-street, W.1. ht 2 hares 

Austin. The new Show Models A.30, A.40, A.50 and A.90. 
Limited number of deliveries to proven essential users.—Appli- 
cation form, brochures, easy terms, from Austin House, 140/144, 
Golders Green-road, Golders Green, London, N.W.11. 


charge of a pathological 
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ah Con V ale CSCEN ce cannot be rushed, but the gentle 


aS assistance of a reputable tonic smooths the wearisome passage from the 


yuntry 


athe exhaustion of illness back to health. ‘ Neuro Phosphates’ (‘ Eskay ’) has 


». 989, 
we: long enjoyed the confidence of both doctors and their patients. 
W.1 


The formula is adequate ; the presentation faultless. 


a ‘Neuro Phosphates? isa) 


Dosage : Adults : 2 teaspoonfuls in water 3 times Formula: Each adult dose contains, Calcium 
TARIAL daily, preferably before meals. glycerophosphate 130 mg. Sodium glycerophos- 
Children: according to age. phate 130mg. Strychnine glycerophosphate I mg. 


Issued in 8 fl. oz. (227 ml.) bottles 
EATON For_cost to N.H.S., please see M. & J. list of costs dated April, 1954 





Appl. MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


NPI23 for Smith Kline & French International Co., owner of the trade marks ‘ Neuro Phosphates’ and ‘ Eskay’” 
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ntroducing 





ALEVAIRE 


Trade mark 





an aerosol solution for 
excessive 


bronchopulmonary secretions 


© LOWER SURFACE TENSION and liquefy 
é mucopurulent secretions, ‘ Alevaire ’ 
contains a new detergent in alkaline solution 
for use alone or as a vehicle for aerosol 
therapy with antibiotics and bronchodilators. 
It is non-toxic and non-irritant. 

This preparation is indicated in a variety 
of diseases and conditions of the lungs 
accompanied by thickened or excessive bron- 
chopulmonary secretions and in some cases 





of neonatal asphyxia and bronchiolitis* it has 
proved life-saving. 

APPLICATION must be through a nebuliser 
which will deliver a fine, dry mist when 
attached to a suitable air compressor or 
oxygen supply tank, as particle size is of 
considerable importance. 

Details of ‘ Alevaire’ and its application 
are available on request, together with a 
leaflet illustrating suitable apparatus. 


* Lancet, 195 4,%, 1011 


Manufactured in England by BAYER PRODUCTS LTD 


NEVILLE HOUSE, KINGSTON-ON-THAMES, SURREY 


Associated export company’ WINTHROP PRODUCTS LIMITED 











